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EDITORIAL 


A WORD!OF APPRECIATION TO OUR EDITOR 


I wish, as my last official act, to express on behalf of the members of the Faculty 
our deep appreciation of the services rendered by Dr. Yeager as Editor of the 
MARYLAND STATE MEDICAL JOURNAL during the year which comes to a close 
tonight. 

During these past twelve months he not only participated in the birth of our 
Journal, he also saw it safely through its period of infancy and has soundly 
planned for the second year of its life. Who can doubt that this lusty child will 
grow apace and live to be a credit to its combined obstetrician-pediatrician-nurse, 
as well as to its parents? 

To Dr. Yeager more than to anyone else is due the credit for placing the Journal 
on the high plane which it has achieved in so short a period of time and I am 
happy that his temporary absence from the City has made it possible for me to 
steal a march upon him and, with the connivance of devoted admirers of his, 
arrange to insert in this, the first number of the Journal for 1953, an expression 
of our gratitude and appreciation for his work. 

I am sure that he would never have allowed this all-too-inadequate tribute to 
be inserted had he had the opportunity to reject it. But he did not have that 
opportunity and I hope that all the members of the Faculty will rejoice with me 
that he did not. Otherwise we could not have joined together, as we do now, in 
saying—‘‘Well done, George, and may your pen and blue pencil grow ever stronger 


as the years go on!”’ 
Alan M. Chesney 


Retiring President 








CHARLES P. McCORMICK 


President, McCormick and Company 


* * * * * 


An Expression of Gratitude 


As President of the Baltimore City Medical 
Society, and on behalf of its Officers, the Executive 
Committee, and the entire Membership, I wish, 
through the medium of this Journal, to thank Mr. 
Charles P. McCormick, President of McCormick 
and Company, and his Senior Board for the won- 
derful gifts he has given to this Society; namely, 
Golde Model 1048 All Purpose Projector, Kodaslide 
Projector—Master Model with 5” F 3.5 lens for 2x 2 
slides, Adapter for 214 x 314 slides, B & L Baloptican 
Table, Dalite Model, C 8 x 8 Wall Screen and 
714 F 4. lens. Slides can now be shown from the 
rear of Osler Hall and over the heads of the audience, 
the 35 mm. projector is for colored films; and to 
make the effect of these complete, the ultra modern 
screen, centrally placed on the wall, will prove a 
great help to late comers at the meetings. 


I wish I could express more adequately my ap- 
preciation to Mr. McCormick for this marvelous 
donation. Knowing his great interest in human 
relations, I feel sure he will realize the tremendous 
educational value of this gift in attracting the tired 
“Doc” to attendance at more meetings. 

With these new lanterns and screen, and other 
improvements made by the Faculty and the Balti- 
more City Medical Society such as; a new ventilating 
system, recording apparatus and loud speakers, 
together with more stimulating programs, there 
should be no limit to the educational progress of the 
Society in helping to make all of us better doctors. if 
we will only take advantage of our opportunities. 

Again our thanks to McCormick and Company. 

Wetherbee Fort, MD. 
PRESIDENT 


Thank You, Mr. McCormick! 


As Secretary of the Medical and Chirurgical Faculty and Editor of the Maryland 
State Medical Journal, I cannot let this opportunity pass without extending to Mr. 
Charles P. McCormick the appreciation of the members of the Medical and Chirurgical 
Faculty which comprise the doctors of the State of Maryland. 


George H. Yeager, M.D. 
SECRETARY 
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THE RECENT ADVANCES IN SURGERY OF THE 
AUTONOMIC NERVOUS SYSTEM* 


OSLER A. ABBOTT, M.D.7 


Much, in our knowledge, of the autonomic 
nervous system of the human is still speculative. 
Great may be the enthusiasm, great the con- 
fusion, and oft-times much the disrepute which 
surgical adventures into this field may produce. 
Why is there such a confusion in regard to this 
group of structures felt to be responsible for the 
stability of our internal environment, the so- 
called milieu interne of Claude Bernard? Certain 
it is that the autonomic nervous system of the 
human is part of a more intricate structure than 
the autonomic nervous system of the experi- 
mental animal. Parallel findings in regard to the 
function of the autonomic nervous system do not 
necessarily occur in different species of animals. 
Thus, in the dog, we find that stimulation of the 
vagus nerve produces both vasoconstrictor and 
vasodilator impulses going to the pulmonary 
vessels with a predominance of a dilatation 
effect.| On the other hand, stimulation of the 
vagus nerve in the rabbit produces only con- 
striction of the pulmonary vessels. In similar 
fashion an experiment upon the dog is not neces- 
sarily reproducible upon the human autonomic 
nervous system. Dragstedt? has pointed out that 
transection of the vagus nerves in the dog will 
rather uniformly produce major constriction 
at the esophago-gastric juncture and mega- 
esophagus. Despite a large number of trans- 
thoracic vagus nerve resections in the human, to 

*jJ. M. T. Finney Fund Lectureship presented at the 
Annual Meeting of the Medical and Chirurgical Faculty of 
the State of Maryland, on Wednesday Morning, April 30, 
1952, in Osler Hall. 

t Assistant Professor of Clinical Surgery (Thoracic); Chief, 
Division of Thoracic Surgery, Emory University School of 
Medicine, Emory University, Georgia. 
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my knowledge, only one patient has had such 
a mega-esophagus-cardiospasm syndrome _ pro- 
duced. 

We feel justified, therefore, in a primary con- 
clusion that the human autonomic nervous sys- 
tem not only may vary in its anatomical 
structure from that in the lower species but does 
not necessarily function in an identical manner. 

We must further appreciate that the auto- 
nomic nervous system is not truly autonomic, or 
automatic, but is in varying degrees subject to 
some regulation by the higher levels of conscious- 
ness in different individuals. Our second prem- 
ise, therefore, to explain the confusion in re- 
gard to the function of this nervous system, is 
that there must be, of necessity, some variation 
of function in this system in different human 
beings, varying with the degree of delicacy of 
development of the higher cortical centers and 
the degree of their influence upon thalamic 
centers. We will have more to say in regard to 
the conscious intelligence of the autonomic nerv- 
ous system as this discussion progresses. 

A third and major factor which we feel is of 
major importance in consideration of the ap- 
plication of our knowledge of the physiology of 
the autonomic nervous system to various patho- 
logical states in the human, will be the apprecia- 
tion of the principle of cumulative or synergistic 
etiological agents in the production of a symptom 
complex. This third factor may be a source of 
some confusion, so let us discuss it in further 
detail. Since the time of Hippocrates, men of 
medicine have preferred to deal with a philosophy 
of the singular. Thus, when disease occurred it 
was considered that one of the “four humors’”’ 
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was out of balance. As the science of medicine 
progressed and the era of bacteriology presented, 
we became convinced of the efficacy of Koch’s 
postulates. We assumed the habit of thinking 
that, because so many diseases were due to a 
single, separate, individual etiological bacterial 
agent, therefore not only a disease but a disease 
complex should be resultant to a single or indi- 
vidual cause. 

It is the author’s definite conviction that as 
we grow in clinical acumen, we begin to realize 
that the more complex a disease, the more prob- 
able a synergism of multiple agents as a cause 
of its production. Certainly we are on the thresh- 
old of a conviction that many human carcinomas 
may be the result of the coordinative action of 
certain irritants, whether chemical or virus in 
nature, acting in an organ system, properly pre- 
pared by hereditary factors. The mystery of 
rheumatic fever becomes less incomprehensible 
as we understand the coordination of the strepto- 
coccus, allergy, heredity and specific connective 
tissue response. The interplay of emotional ten- 
sion, heredity, and cholesterol physiology all 
have to be considered in so-called essential hyper- 
tension. The synergism of chronic irritation, a 
responsive autonomic nervous system and local 
areas of parenchymal lung damage, must be 
understood to realize the pathogenesis of pulmo- 
nary emphysema. 

We feel that we must stress this complexity of 
synergism of agents in a responsive organ system 
if we are to properly apply any surgery of the 
autonomic Experience has 
shown us that autonomic nervous system surgery 
alone, in the treatment of bronchial asthma, is 
almost constantly insufficient treatment. Re- 


nervous system . 


moval of specific sources of irritation, whether 
intrinsic or extrinsic allergens or local areas of 
pulmonary disease, plus proper surgery of the 
autonomic nervous system, may be and is of 
major benefit in certain cases of bronchial 
asthma. 

It is of major importance then for us to ap- 
preciate three significant factors in regard to any 





surgical attack upon the human autonomic nerv- 
ous system in relation to disease complexes. 
First, the function of the parasympathetic and 
sympathetic nervous systems is not necessarily 
the same in the human and in the experimental 
animal. Second, the autonomic nervous system 
in the human is subject to a more highly de- 
veloped cerebral cortical domination than occurs 
in the lower species. Third, surgery of the auto- 
nomic nervous system is most commonly applied 
to more complicated diseased states or syndromes 
in which disturbance of the autonomic nervous 
system is usually only one of several important 
synergistic factors producing the disease entity. 

With this background of a realization of some 
of the confusing aspects of the problem, let us 
consider systematically: anatomy, function, and 
some of the recent advances in surgery of the 
autonomic nervous system. Intelligent surgery 
demands a major consciousness of the anatomic, 
physiological, and pathological aspects of the 
organ system involved. 

The autonomic nervous system consists, es- 
sentially, of two main divisions; namely, the 
sympathetic or thoraco-lumbar outflow and the 
parasympathetic or cranio-sacral outflow (Fig. 
1). The sympathetic division consists of cells 
arising in the lateral horns of the spinal cord 
from the 8th cervical to the 2nd or 3rd lumbar 
segments. The fibers arising from these axons 
are medullated and reach out to join outlying 
ganglia; and, as such, these fibers are called 
pre-ganglionic. The post-ganglionic fibers are 
non-medullated and consist of those which arise 
from cells of the ganglia. These pre- and post- 
ganglionic fibers are under the control of a higher 
center in the posterior region of the hypothala- 
mus, and in varying degrees are subject to the 
domination of the cerebral cortex. 

Although most textbooks consider that the 
sympathetic nerves are all motor or secretory in 
function, evidence is presenting that there must 
be afferent connections, that is, a sensory com- 
ponent to the sympathetic system as well as 
there is to the parasympathetic. Thus, the pain 
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in the lower extremity which may be present in 
the individual with paraplegia may be inter- 
rupted by lumbar paravertebral block. Most of 
us, as physicians, are conscious of the sensory 
disturbance of an unpleasant nature which we 
note as a needle traverses the adventitia of one 
of our arteries, or veins. 
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cervical nerves, the middle cardiac nerve and 
the thyroid gland. Finally, the inferior cervical 
ganglion involves branches to the 7th and 8th 
cervical nerves, the inferior cardiac nerve, and 
aids in the formation of plexuses about the sub- 
clavian artery and such branches as the vertebral 
and axillary vessels. 
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Fic. 1. Basic plan of autonomic nervous system. Note cranial and sacral origins of parasympathetic system, while 


sympathetic system originates from T; down to L;. (Courtesy of Best & Taylor 


Usually there are twenty-two sympathetic 
ganglia connected by intervening fiber tracts 
going to form the sympathetic chain which ex- 
tends from the base of the skull to the sacral 
region. In the upper, or cervical part of the 
chain, we find three major ganglia known as the 
superior, middle, and inferior cervical ganglia. 
The superior cervical ganglion supplies the head, 
in particular the eye, ear, palate, upper cervical 
nerves, carotid sinus and carotid body, and a 
superior cardiac nerve. The middle cervical 
ganglion is concerned with the 5th and 6th 


“Physiological Basis of Medical Practice.’’) 


The thoracic region of the sympathetic chain 
consists of from ten to twelve ganglia, and 
usually the first thoracic and inferior cervical 
ganglia are fused to form what we call the stel- 
late ganglion. The lumbo-sacral portion of the 
chain consists of four lumbar and four or five 
sacral ganglia. As the sympathetic fibers course 
towards the abdominal viscera, three further 
distributing points occur. These are described as 
the prevertebral ganglia and consists of: (a) the 
celiac, solar or semilunar ganglion, lying in re- 
lation to the origin of the celiac artery; (b) the 
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superior mesenteric ganglion distal to the su- 
perior mesenteric artery, and (c) the inferior 
mesenteric ganglion. We must stress that the 
postganglionic fibers, or gray rami communi- 
cantes, join the spinal nerves close to the point 
at which the preganglionic fibers or white rami 
arise. Only those spinal nerves in the immediate 
vicinity of the ganglia possess white rami, but 
every spinal nerve receives a gray ramus. Thus, 
in the upper cervical, lower lumbar and sacral 
somatic nerves, impulses must travel a con- 
siderable distance up or down the sympathetic 
trunk before reaching an outlet through a gray 
ramus. Thus, excision of a ganglion may affect 
sympathetic pathways at a considerable distance. 
lor instance, stellate ganglionectomy transects 
the sympathetic route to the head, neck, upper 
limb, and in part to the heart and lung. Some 
intermediate ganglia occur outside the sympa- 
thetic chain proper and a gray ramus, known as 
Kuntze’s nerve, frequently occurs passing from 
the 2nd thoracic ganglia via the 1st thoracic 
nerve to the brachial plexus. This explains in- 
stances of incomplete removal of sympathetic 
supply to the arm following stellate ganglionec- 
tomy. As the sympathetic nerves leave the 
ganglia they may join with branches from the 
parasympathetic system; namely, the vagus to 
form plexuses. Thus, in the thorax are formed 
the cardiac, pulmonary, and esophageal plexuses. 

Elongated white rami or preganglionic fibers, 
arise in the lower thoracic region. Thus, from the 
4th or 5th thoracic segments to as low as the 
9th or 10th may arise the preganglionic fibers 
which go to form the greater splanchnic nerve, 
and these end in the upper part of the celiac 
ganglion from which postganglionic fibers arise, 
going into the celiac plexus. Similar white rami 
arising from the 10th, 11th, and 12th thoracic 
and the first lumbar segments, pass without 
interruption through the vertebral ganglia to the 
prevertebral, or celiac ganglion, and form what 
are known as the lesser and least splanchnic 
nerves. Second and third lumbar segments give 
rise to preganglionic fibers which traverse the 


lumbar portion of the sympathetic chain, and 
enter the inferior mesenteric ganglion. These are 
known as the lumbar splanchnic nerves. The 
postganglionic fibers arising from these pre- 
vertebral ganglia; namely, the celiac, superior 
and inferior mesenteric ganglia, then blend with 
parasympathetic fibers to produce plexuses 
known as the celiac, superior mesenteric, inter- 
mesenteric, superior hypergastric and _ inferior 
hypergastric plexuses. 

In summary, then, we note a distinct difference 
between the sympathetic nervous system to the 
viscera above the diaphragm, whereat all fibers 
leaving the vertebral ganglia are nonmedullated 
or postganglionic, while fiber tracts below the 
diaphragm may leave the vertebral ganglia as 
either pre- or postganglionic fibers, depending 
upon the presence or absence of interruption of 
their course within such ganglia. The splanchnic 
nerves therefore consist of white rami and consist 
purely of sympathetic nerve fibers. The various 
plexuses on the other hand, consist of post- 
ganglionic fibers which are blended with fibers 
of the parasympathetic system. A_ different 
physiological situation is produced by transec- 
tion of a preganglionic, than by transection of a 
postganglionic, fiber. 

The parasympathetic, or cranio-sacral division 
of the autonomic nervous system originates from 
cells in the mid-brain, the medulla, and the 
sacral region of the spinal cord. The axons, or 
preganglionic fibers of this system travel to 
ganglion cells closely adjacent to or within the 
organ which is to be innervated. Preganglionic 
fibers arising from the mid-brain travel to the 
nucleus of the oculomotor nerve and then pass 
on as postganglionic fibers, to terminate in the 
sphincter of the pupil and the ciliary muscle. 
The preganglionic fibers arising from the medulla 
leave the brain within the sheath of the facial, 
glossopharyngeal and vagus nerves. A great 
majority of these fibers proceed downward as 
the vagus nerve and are distributed to the 
thoracic and abdominal viscera. 

Again, let us remember that the vagal fibers 
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are long, preganglionic fibers and as such reach 
ganglion cells in the wall of the heart, intrinsic 
plexus of the bronchi, and the myenteric plexus 
of Auerback and the submucous plexus of 
Meissner in the esophagus, stomach and _in- 
testines. The sacral outflow of the parasympa- 
thetic system consists of anterior horn cells of 
the 2nd, 3rd and 4th, and sometimes the Ist 
sacral segments of the cord. After these fibers 
travel with the spinal nerves they separate from 
them and proceed, peripherally, as the pelvic 
nerve and enter into the formation of the pelvic 
plexus. 


THE FUNCTIONAL ASPECT OF THE AUTONOMIC 
NERVE SYSTEM 


In the main, the function of the autonomic 
nerve system is to control and to perceive 
physiological activities below the upper levels 
of consciousness. The system is not truly auto- 
nomic but is under the direct control of centers 
within the central nervous system below the 
level of the cerebral cortex but can, in varying 
degrees, respond to cerebral cortical activity. 
This system, then, is in the main concerned with 
balances of the body with its internal environ- 
ment while the voluntary system modulates the 
balance of the body with the external environ- 
ment. Cannon’ speaks of the homeostasis pro- 
duced by the autonomic nervous system in a 
healthy body. He considers that the essential 
function of the parasympathetic and sympa- 
thetic systems is to regulate the internal adjust- 
ments upon which a constancy of body health 
depends. The two parts of the autonomic nervous 
system then act as balancing agents. The vagus 
nerve inhibits cardiac action, the sympathetic 
system augments it. Salivary glands are stimu- 
lated to secretion by the parasympathetic sys- 
tem, their secretion decreased by the sympa- 
thetic system. Bronchi contract upon stimulation 
of the vagus and relax under the influence of 
adrenalin. In the main, the sympathetic system 
is involved with the production of human energy, 
while the parasympathetic system is more inter- 
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ested in conservation and restoration. The 
shorter preganglionic fibers of the sympathetic 
system are concerned, then, with the shorter 
strenuous activity of brief aggression. The longer 
preganglionic fibers of the parasympathetic 
system are more concerned with the longer 
periods of relaxation and restoration. Removal 
of the effects of one of these systems usually re- 
sults in the enhancement of the activity of the 
other system. 


THE INTELLECTUAL CONSCIOUSNESS OF THE 
AuTONOMIC NERVOUS SYSTEM 

For some strange reason there has been a pro- 
longed contention in medicine that the auto- 
nomic nervous system does not transmit sensa- 
tions to the higher levels of consciousness. This 
premise is now unacceptable. There is, however, 
a great variance in the degree with which a per- 
son is conscious of sensations transmitted by the 
autonomic nervous system. The sensation is often 
bizarre, and the description of such sensation 
varies greatly with the intellectual caliber and 
sensitivity of the patients. We know that the 
severe constrictive sensations of pain, associa- 
tion with acute occlusion of the coronary artery 
blood flow, have in several instances been com- 
pletely interrupted by removal of certain of the 
upper dorsal sympathetic ganglia. Drs. Curtiss 
and Klassen have very beautifully demonstrated 
the sensory component of the vagus nerve in re- 
gard to the tracheobronchial tree. They have 
proven the presence of pain sensation in the 
vagal nerve filaments in the bronchial plexus. 
They were able to outline for us the areas in 
which tracheal painful stimulation is subjectively 
perceived, in contra-distinction to the areas in 
which such bronchial painful sensation is noted. 
Those of us in thoracic surgery who have been 
indulging in denervation procedures relative to 
the lung and thoracic viscera, have been tre- 
mendously impressed with the sensory compo- 
nent, the sensations carried by the afferent fibers, 
of both the sympathetic and the parasympa- 
thetic system. 
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Gastroenterologists tell us that certain highly 
integrated patients following vagotomy for 
gastro-intestinal tract disease, have complained 
about a lack of certain sensations which they 
noted periodically during their waking hours 
prior to such an operation. Apparently many of 
these sensations are constantly bombarding the 
hypothalamic area in the normal state and a 
distinct absence of them is noted by some pa- 
tients following vagotomy. Peptic ulcers have 
been noted to perforate painlessly following 
transection of the parasympathetic nerves. 

Seven years ago we became impressed by the 
occasional bizarre symptom described by pa- 
tients with thoracic disease. Symptoms which, 
in themselves, practically outlined the size and 
character of the lesion harbored by the patient. 
We soon developed a high regard for the varying 
intellectual consciousness of the autonomic nerv- 
ous systems in different patients. We have made 
a plan for testing this premise by obtaining the 
maximum amount of information, no matter 
how apparently bizarre, from any patient prior 
to intrathoracic surgery. Following excision of 
lesions, or transection of autonomic nerves, the 
patients are then re-examined and questioned in 
regard to sensations which have now disappeared. 
They are also interrogated at length in regard to 
any sensations prior to operation about which 
we did not have the knowledge or intelligence to 
inquire. As this knowledge increased we began 
to ask direct and important questions of patients 
at the time of their initial visit. By this means 
we now realize the volume of lesions which have 
been thought to be non-symptom producing, 
which actually have their own symptom complex. 

Let me emphasize this point by describing in 
detail a single patient sent to us with the descrip- 
tion, by her physician, that “‘a totally asympto- 
matic lesion had been discovered upon screening 
x-ray examination.’ Following our standard 
procedure of insisting upon obtaining the history, 
both from the patient and her most intimate 
relative, the following story was evolved. 

Mrs. E. J. W., a thirty year old white female, 


was seen with the clinical complaint of ‘‘a large, 
totally asymptomatic mediastinal tumor.” For 
approximately 12 to 14 months the husband had 
been conscious of the wife’s breathing when she 
was asleep and felt she breathed more rapidly, 
more loudly, and with a different rhythm than 
he did. He had noted that she became distinctly 
more dyspnoeic than he, on approximately equal 
effort. For six months the patient had noted a 
vague sensation of uneasiness in her chest which 
she found “hard to define.”’ In the main, this 
was a sensation of localized tiredness in the 
region of the left interscapular region. Effort 
increased this local vague fatigue. Tachycardia, 
without apparent cause, had occurred for six 
months, sufficient for her to frequently ask her 
husband to feel and count her heartbeat. For 
four months lying on her left side has made her 
have an internal sensation of feeling that she 
might be near death. Such a sensation was re- 
lieved by lying upon the right side. For one year 
she had experienced peculiar feelings in both 
wrists and hands, particularly with fatigue. 
This was described as a numbness and a sensi- 
tivity to temperature change. 

It is only too easy to see how a patient with 
this symptom complex presenting herself to 
physicians without a knowledge of the intel- 
lectual consciousness of the sympathetic sys- 
tem, might accuse the patient in his own ig- 
norance of having a psychic or psychosomatic 
disorder. We can assure you that the objective 
findings noted by the husband occurred eleven 
months prior to any knowledge of the presence 
of the tumor which was revealed at that time 
by the first x-ray. The patient had complained 
to the husband, spontaneously, of bizarre chest 
sensations, bizarre sensations of the upper ex- 
tremities, tachycardia, and vague localized 
fatigue discomfort many months prior to any 
knowledge of organic disease. 

At the time of surgery the tumor proved to 
be a neurofibroma arising in the left posterior 
mediastinum, causing distinct compression of 
the adventitia of the aortic arch with resultant 
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sensory disturbance. There was also major com- 
pression of the dorsal sympathetic chain. This 
is far from an isolated instance. Only too com- 
monly we shudder when the carcinoma of the 
lung patient tells us of deep, vague pain in the 
ear of the side involved. Similarly, he may de- 
scribe hyper-salivation or bizarre behaviour of 
the gastro-intestinal tract. Such patients, on 
exploration, will reveal invasive destruction of 
the vagus nerve on the side involved. Much 
could be written and much awaits to be written 
in regard to the intellectual component of the 
autonomic nervous system. 


THERAPEUTIC TRIALS OF AUTONOMIC NERVE 
SURGERY 


The author has chosen not to give a detailed 
review of the literature in regard to recent ad- 
vances in autonomic nerve surgery. He has pre- 
ferred to allow a reflection of such advances in 
the literature as might be shown by experiences 
of the application of such knowledge by various 
members of the surgical staff of the Emory Uni- 
versity School of Medicine. Autonomic nerve 
surgery at this Clinic is carried out by four 
major groups. The Neurosurgical Group, con- 
sisting of Drs. Edgar F. Fincher and Homer 
Swanson, has been particularly interested in the 
neurosurgical syndromes which can be affected 
by autonomic nerve surgery. As such, they have 
been particularly interested in the relief of pain 
such as is produced in causalgia, the headache 
problem, cerebral vascular spastic disease, hyper- 
tension, and some peripheral vascular disease. 
The Vascular Surgical Group, consisting of Drs. 
D. C. Elkin and Frederick C. Cooper, has been 
particularly interested in regard to peripheral 
vascular disease. The Thoracic Surgical Section, 
consisting of the author and Dr. William A. 
Hopkins, has mainly been interested in the appli- 
cation of autonomic nerve surgery to diseases of 
the thoracic viscera. The fourth group at Lawson 
V. A. Hospital has been under the consulting 
direction of the other sections. 

Chart No. I presents an over-all summary of 
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the diseases or syndromes which have been at- 
tacked and outlines the relative efficacy of the 
procedures. It designates whether the operative 
attack is upon the sympathetic system, the 
parasympathetic system, both of the autonomic 
nerve systems or the use of autonomic nerve 
surgery as an adjunct to other surgical pro- 
cedures. 

We would like to stress that this outline sum- 
marizes our concept of autonomic nerve surgery 
carried out during or after the second World 
War. There are two definite periods in regard to 
autonomic nerve surgery; the period prior to 
the second World War constitutes a rather pes- 
simistic period in regard to this type of surgery 
due, in the main, to a poor understanding of the 
disease complexes and, in general, a marked 
tendency to incomplete neurectomy. The second, 
or post-war period, consists of a period of op- 
timistic advance due to better physiological 
understanding, improvements in pharmacology, 
diagnostic techniques and more complete surgi- 
cal attack. 

In the evaluation of a surgical procedure, the 
fundamental question in such an impression is 
whether we choose to criticize the procedure in 
regard to a single or group of objective tests 
following surgery, or whether we choose to 
evaluate the degree of restoration of economic 
and social well-being. In other words, the evalua- 
tion differs whether the physician is fundamen- 
tally an academician, or an humanitarian. Again, 
it is the author’s distinct impression that this 
segregation of the academic and social aspects 
of medicine will achieve better blending as we 
attack the multiple factors involved in the syn- 
ergistic etiology of disease complexes. The pre- 
dominance with which autonomic nerve dis- 
turbance is responsible for a disease syndrome 
should, and, I do believe, does parallel the ef- 
ficacy of this branch of surgery. 

Let us now briefly discuss the factors pre- 
sented in Chart No. I. At a recent meeting of 
the Cushing Society, Dr. Wm. A. Nosik de- 
scribed two patients achieving very dramatic 
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results from section of the superficial petrosal 
nerve for the control of the pain and increased 
lacrimation involved in bullous or vernicular 


histamine, Horton’s headache, and Gardner’s 
disease. Five of these 10 patients who had super- 
ficial petrosal neurectomy achieved dramatic 





Cuart I—A 
Therapeutic Trials of Autonomic Nerve Surgery (Neurological) 

















DISEASE OR SYNDROME SYMPATHECTOMY pecrnenoaag Fal ADJUNCTIVE SURG. EFFICACY 
Bullous ophthalmia................. Sup. petrosal N. — — -— Promising 
Migraine headache................:. Stellectomy — — — Poor 
Idiopathic epilepsy.................. Stellectomy — = — Poor 
Focal cerebral vasospasm............ Stellectomy — = — Curative 
Occlus. cerebral vasc................. Stellectomy — — — Poor 
Cerebral air embolism............... Stellate block oo - — Promising 
Cerebral erythromelalgia............. Stellectomy — — _ Good 
Atypical facial neuralgia............. Yes — — — Poor 
Cerebral aneurysm................. Stellectomy — — Exclus. aneurysm Good 
Dieser camsalgaas: 2... eo cee ees Yes —_ — _— Curative 
Paraplegia ¢ causalgias.............. Yes — —— —- Good 
Manor iGAUBAlPIAS. .<. 5 ck os Bees Yes — — — Poor 
PHantomimd. 5. sk ees bine ves Yes — — — Poor 
Post-poliomyelitic limb.............. Yes — = — Poor 
Shoulder-hand syndrome........... .| Yes _ — — Unnecessary 
Essential hypertension........... Splanchnicectomy — — — Good 

D5-L2 
Cuart I—B 
Therapeutic Trials of Autonomic Nerve Surgery (Peripheral Vascular) 

DISEASE OR SYNDROME | SYMPATHECTOMY nash | Ps | ADJUNCTIVE SURG. | EFFICACY 
Lymphedema, idiopathic........... | Yes _— oar — | Poor 
Lymphedema, post-mastectomy.... . | Yes — — | Scalenotomy | Good 
Thrombophlebite states............ Yes — } — | = | Harmful 
Raynaud’s disease............. | Stellectomy, D1, 2, 3 — — | — Good 
Buerger’s disease................ Li & L2 — — | _ | Good 
Traumatic vasc. occlusions......... | Yes — — _— | Good 
Embolic or thrombotic occlus...... . | Yes — — | — | Good 
Arteriosclerosis. ...... ere Yes — — — Good 
Post-trauma vasospasm............ Yes 2 ie | — | Curative 
Frostbite, trench foot.. ...| Yes — fw a a | Curative 
PIV PermMGFOSIS, 4... eek cee nee ss | Yes — De 4 — Good 
Orthostatic alcers.... 2.605002. Li & L2 _— = = Variable 
Peripheral aneurysms.............. Yes | — _ Aneurysmectomy Good* 
Peripheral A-V fistulas............. | Yes | — | — Aneurysmectomy Good* 

* Probably necessary only in older patient group. 
conjunctivitis. This is a very recent observation — relief of symptoms. In the other five the result 


and will deserve further inquiry. The Emory 
University Neurosurgical Group has had oppor- 
tunity to treat 10 patients with cerebral erythro- 
melalgia, which has also been described as 


was only partially satisfactory. 

A great deal of work has been done elsewhere 
in regard to stellate ganglionectomy in the con- 
trol of migraine headache. Despite the enthusi- 
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astic reports of some, the consensus of opinion 
in this country is that the procedure is not of 
value. Similar conclusions must be held in regard 
to stellate ganglionectomy as an aid in the pal- 
liation of idiopathic epilepsy. 
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suffering occlusive cerebral vascular disease. We 
reserve some opinion in this regard relative to 
the use of rather high doses of intravenous 
novocain when faced with small cerebral air 
emboli. Drs. Fincher and Swanson have had 


Cuart I—C 


Therapeutic Trials of Autonomic Nerve Surgery (Abdominal Visceral) 


DISEASE OR SYNDROME SYMPATHECTOMY poser BOTH SYSTEMS — EFFICACY 
Chronic pancreatitis. Splanchnicectomy, D9-12 — Tried Good 
Carcinoma pancreas Splanchnicectomy, D9-12 Palliative 
Abdom. causalgia Splanchnicectomy, D9-12 Palliative 
Tabetic crises... . Splanchnicectomy, D9-12 Curative 
Megacolon..... rete Tried Tried Tried Poor 
Cystic fibrosis pancreas. . Splanchnicectomy, D7-L2 Deserves trial — Poor 
Intractable pain (neoplastic).. Presacral N — Poor 
Dysmenorrhea........ a ET ae Oe - Presacral N : Poor 


Cuart I—D 


PARASYMPATHECTOMY 


Therapeutic Trials of Autonomic Nerve Surgery (Thoracic Visceral) 


DISEASE OR SYNDROME SYMPATHECTOMY BOTH SYSTEMS ADJUN, SURG. EFFICACY 

Intractable angina pectoris. . . Stellectomy, : Pericardi- Good 
D1-5 neurectomy 

Cardiac arrythmias.. . . Stellectomy, Unknown 
D1-5 

Cor pulmonale. . Complete Palliative 

plexectomy 

Tetralogy of Fallot (absent pulm. art.) | Stellectomy, Arietal Good 
D1-5 pleurectomy 

Aortic aneurysms Stellectomy, Aneurysmor- Good 
D1-L2 rhaphy 

Bronchial asthma (Adrenalin re- ~ Complete Excise trigger Good 
sistance) area 

Pulm. emphysema... . : - Complete Excise trigger Good 

area 

Severe bronchorrhoea. .. Stellectomy, Palliative 
D1-5 

Recurrent pneumothorax... . - Complete Excise trigger Curative 

area 

Incurable neoplasms. Stellectomy, High rt. Palliative 
D1-5 vagotomy 

Cardiospasm, megaesophagus Tried Tried Tried Tried Harmful 


A major argument still prevails in regard to 
the degree of control of the cerebral vessels by 
the sympathetic nervous system. Our neuro- 
surgical group feels firmly convinced that stel- 
late block, or stellate ganglionectomy, are of no 
demonstrable value in the treatment of patients 


experience with a small group of six patients 
presenting multiple seizures of cerebral cortical 
origin. In the main, these patients have been in 
the upper age groups and the syndrome has con- 
sisted of rather sudden loss of use of an extremity, 
followed by clonic seizure of the involved ex- 
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tremity, and then immediate return of function 
of the involved area. Such transient attacks 
suggest, strongly, a local area of cerebral vascu- 
lar spasm and predicate the absence of perma- 
nent, occlusive phenomena. These two physicians 
wish to stress that this is a very select group of 
patients and is not occlusive vascular disease. 
These are patients suffering “transient episodes 
of irritative, focal cerebral upheavals that sug- 
gest a vasospastic factor and in whom all studies, 
aside from angiography, were negative for perma- 
nent structural cerebral damage.” In these six 
patients stellate ganglionectomy on the involved 
side was carried out. In all, a very beneficial re- 
sult with release from further convulsive episodes 
was achieved. This is a group of patients about 
whom further major studies are indicated. 

There has been one patient in whom a cerebral 
arterial aneurysm had been controlled by an ex- 
clusion procedure, but the patient persisted in 
having severe unilateral headache. Repeated 
stellate nerve blocks demonstrated relief of pain, 
and finally permanent relief of the hemicranial 
headache was achieved by stellate ganglionec- 
tomy. It is the opinion of the neurosurgical 
group, that stellectomy is an unsatisfactory 
procedure in the so-called atypical, facial neu- 
ralgias. It is, furthermore, their opinion that 
patients suffering the so-called shoulder-hand 
syndrome following coronary occlusion, should 
not be subjected to autonomic nerve surgery. 
In the main, these patients will recover both 
function and comfort if they are willing to 
tolerate four to six months of pain and proper 
physiotherapy. 

Autonomic nerve surgery for the various so- 
called idiopathic lymphedemas, such as Milroy’s 
disease, etc., is an ineffectual procedure. How- 
ever, there has been a small group of patients 
who have had lymphedema of the arm following 
radical mastectomy. These patients, totalling 
only three in number, have had lymphedema 
and considerable arm and shoulder pain as the 
presenting symptoms. The,weight of the arm 
itself has played a distinct role in producing a 





scalenus type of syndrome; therefore, these 
three patients were treated by means of a com- 
plete decompression of the brachial plexus by 
scalenotomy and a concomitant stellate ganglion- 
ectomy. In all three patients the swelling has 
disappeared and they have no residual pain. We 
wish to stress that this operative procedure is a 
combination of stellectomy and decompression 
of the brachial plexus. 

A total of six patients with Pancoast’s syn- 
drome have been treated either by the author 
or by Dr. Swanson with attempts to alleviate 
pain. The procedures involved have included a 
decompression of the thoracic inlet with or with- 
out lobectomy, along with stellate ganglionec- 
tomy and upper dorsal sympathectomy. The 
pain related to the scalenus portion of the pa- 
tient’s difficulty, the pressure of the mass in the 
thoracic inlet, and the causalgia have been al- 
leviated in the main, but the longevity of the 
patient has not allowed sufficient observation to 
determine whether this operation is really worth- 
while. It is certain that if one can relieve the 
pain in Pancoast’s syndrome or apical pulmonary 
carcinoma, that longevity is increased. Our ex- 
perience with prefrontal lobotomy in this disease 
has been very limited but has indicated prolonga- 
tion of life and maintenance of weight for a 
longer period than seen in the untreated group. 
It is difficult to become enthusiastic about pal- 
liative procedures in carcinoma and we would 
much prefer to stress the factors of early diag- 
nosis with the possibility of curative resections. 

Let us turn now to a discussion of the various 
causalgias and our experiences in treating them 
with autonomic nerve surgery. The Neurosurgi- 
cal Group has treated somewhat over 100 pa- 
tients with different causalgias. In 84 patients 
presenting major causalgias without any over- 
lying pension claims, distinct and dramatic 
benefit was obtained in all. In the early stages of 
this work, sympathetic nerve block injections 
were carried out but were soon discontinued as 
the clinical syndrome became better clarified 
and one could clinically predict the results with- 
































out preliminary sympathetic block. The results 
in the treatment of minor causalgias has been 
considerably different. There has been a uniform 
poor result or failure in sympathetic surgery in 
patients with minor causalgias with associated 
Workman’s Compensation or pension claims. 
Thirty per cent of a group of private patients 
with minor causalgias and a sincere desire to get 
well have shown distinct benefit from this 
surgery. The minor causalgias emphasize then 
the factor of the selection of patients with con- 
sideration of their disease, personality, social 
and economic problems. It should be mentioned 
that 70 patients with major causalgias, discussed 
above, were operated upon by Dr. Swanson 
during his service in the Army Medical Corps. 

The Vascular Surgical Group, consisting of 
Drs. D. C. Elkin and Fred F. Cooper, have had 
extensive experience with autonomic nerve 
surgery, particularly in reference to diseases of 
the extremities. 640 sympathectomies were car- 
ried out by this group during their service with 
the Vascular Disease Center of the Army Medical 
Corps at the Ashford General Hospital. These 
operations involved all extremities including both 
dorsal and lumbar sympathectomy. Since return 
from the service these men have carried out 150 
further sympathectomies for diseases of the 
extremities. A brief summary of their experiences 
is as follows. 

First, there is a group of patients with post- 
traumatic vasospastic states, including such dis- 
eases aS post-traumatic dystrophy, Sudeck’s 
atrophy, etc. Such patients are not considered 
for autonomic nerve surgery if their disease is 
characterized by only minimal or mild osteo- 
porosis, for this group of patients can obtain 
clinical relief of symptoms by proper physio- 
therapy. In the more advanced patients with 
intractable pain, sympathectomy has been car- 
ried out and the result has been uniformly suc- 
cessful with no single incidence of failure. 

A second group of patients are those who are 
suffering from pain following frostbite, or trench 
foot, namely, they are injuries due to cold. Their 
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feelings in this regard is that if surgery is carried 
out in the early stages, the vasospastic phe- 
nomena and hyperhidrosis are relieved. It ap- 
pears that the earlier the surgery the more rapid 
the disappearance of pain in the foot. In twelve 
specific instances in which the disease was more 
marked on one side, a unilateral sympathectomy 
was carried out. In all twelve of these patients 
the unilateral relief was so great that they in- 
sisted upon surgery being done upon the other 
side. Following surgical intervention, objective 
tests such as skin temperature and platysmo- 
graphic studies return to normal, or above nor- 
mal levels. Patients have a great relief of their 
vasospastic phenomena but it must be stressed 
that the deep pain in the ball of the foot, or heel, 
which may be described as either deep pain or 
tenderness, will only be improved but rarely, if 
ever, abolished. One should also mention that the 
surgery in these patients was carried out usually 
about two weeks after the injury, and none was 
carried out in the actual acute phase of the dis- 
ease. The indications for surgery in this group 
consist, in the main, of visible evidence of per- 
sistent vasospastic phenomena. A very difficult 
group with this disease are those patients having 
the milder form without obvious visible evidence 
of vasospasm. This group constitutes a major 
problem in regard to pension claims by the 
Veterans Administration. Again, much emphasis 
is laid upon an analysis of the patient’s per- 
sonality and “pension” attitude. It is not felt, 
relative to this group, that there are any valuable 
objective tests to correlate, or to evaluate, the 
true degree of symptomatology. Valuable objec- 
tive tests appear only to be present when visi- 
bly evident vasospasm occurs. 

Thirdly, there is a group of patients with 
Raynaud’s disease. There is some definite vari- 
ance of opinion between the experiences of our 
Vascular Surgical Group and the Neurosurgical 
Group in the results of Autonomic surgery in 
this disease. The Vascular Surgical Group has 
been impressed with the multiple factors in- 
volved in Raynaud’s disease. Thus, a consider- 
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able number of patients seen at the Ashford 
General Hospital had apparently had true de- 
monstrable Raynaud’s disease, while on active 
duty in the North Atlantic or Northern Euro- 
pean Theatre of Operations. With release of the 
mental strain associated with active military 
service and the marked change in climatic con- 
ditions on return to this country, a large number 
of patients had a complete release from all Ray- 
naud’s disease symptomatology. In many, the 
disease could no longer be proven to be present 
by objective tests. The factors, then, of emo- 
tional strain and climatic conditions must be 
thoroughly evaluated before recommending auto- 
nomic surgery. A probable factor in the confusion 
in the literature relative to Raynaud’s disease 
is, that there appears to be a distinct difference 
in the types of disease seen in different areas of 
the U.S.A. It is necessary to remember that the 
group under discussion here, is a group of pa- 
tients from the South, who are exposed to much 
milder degrees of cold and temperature change 
than the group, for instance, which might be 
seen in the extreme Northern States. There is a 
distinct possibility that there may be a greater 
proportion of the emotional factor, and a lesser 
factor in regard to climatic conditions, in the 
group which we see at Emory University Hos- 
pital. 

It is certainly worthy of mention that Ray- 
naud’s disease is not a disease restricted to the 
female but is seen definitely in both sexes. 
Furthermore, the disease is apparently not con- 
fined to the upper extremities. Our experience 
has shown that the immersion of hands in ice 
water is a poor test for this disease. A more 
preferable test is to immerse the patient in a cold 
shower for one minute, and this will bring out 
the stigmata of the disease if they are present. 
Such a method of testing has revealed that 80 
per cent of the patients with Raynaud’s disease 
will also show definite blanching of the feet. This 
is not noted by the patient because these areas 
are covered. They are less exposed to climatic 
factors and apparently they are less sensitive 


than the upper extremity. One sympathectomy 
has been carried out for lower extremity disease 
of Raynaud’s type. 

The experiences with sympathectomy for this 
disease by the Vascular Surgical Group has been 
confined to those patients with milder to mod- 
erate forms of the disease without evidence of 
trophic changes or scleroderma. These are the 
patients who may show benefit. In following up 
this group of patients, only 20 per cent have 
showed complete cure; 40 per cent have shown 
from marked to moderate remission of symp- 
toms, while in the remaining 40 per cent only 
slight or no remission has occurred. There ap- 
pears to be a very major problem to be settled 
in this regard. Despite preoperative objective 
tests and clinical evaluation, we do not seem to 
be able to discern before the operative procedure, 
which patients will benefit and which will not. 
Rare patients have been operated upon in whom 
scleroderma, trophic skin changes, or the so- 
called recurrent paronychia, which are thought 
to be areas of ischemic inflammatory necrosis, 
were present. There have been no valid cures in 
this group. It must be mentioned in considering 
the surgical approach to Raynaud’s disease, that 
the emotional factor is deserving of major in- 
vestigation. It is not uncommon to have a pa- 
tient who is relieved of the visible evidence of 
Raynaud’s disease, to be much disturbed by the 
increased perspiration over the back which may 
be very annoying to the vanity of certain women. 

Finally, in the consideration of vasospastic 
states, there has been a very small group of three 
patients with idiopathic acrocyanosis of the 
hands. This is not a symptomatic patient group. 
The complaint, apparently, is purely cosmetic 
because of the dark blue color of the fingers and 
fingernails. Following surgery these patients uni- 
formly transform this color to a bright red and, 
in some cases, the patient may find this to be an 
equally displeasing appearance of the upper ex- 
tremity. 

The Neurosurgical Group has carried out 
sympathectomies upon 75 patients with Ray- 
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naud’s disease. All of these patients have had 
stellectomy and upper dorsal sympathectomy. 
One patient with a Raynaud’s type syndrome in 
the lower extremity has been operated upon with 
apparent success. The feeling of the Neurosurgi- 
cal Group is, that the results are satisfactory if 
no scleraderma is present and the patient co- 
operated in complete abstinence from tobacco. 
There have been eleven patients operated 
upon for hyperhidrosis. Six had major complaints 
in regard to the upper extremities and were 
treated purely by excision of D. and D; of the 
sympathetic chain to control the symptoms in 
the axilla and hands. The results in this group 
have been satisfactory except for the complaint 
of increased perspiration being produced by this 
procedure in the lower non-sympathectomized 
body segments. Five patients were seen, suffer- 
ing from severe hyperhidrosis of the lower ex- 
tremities after trench foot. Indication for the 
procedure in these patients was that there was 
such severe hyperhidrosis that foot maceration, 
due to the fungus infection present, was a major 
factor. It was notable that all five of these pa- 
tients appeared to be abnormally emotionally 
labile. Surgery appears to relieve the extremity 
but does not improve the personality. It is also 
notable in this patient group that there was no 
evidence of increased perspiration elsewhere 
after sympathectomy of the lower extremities. 
Let us now turn to the problem of autonomic 
nerve surgery in patients with essential hyper- 
tension. The surgical work in this regard has been 
carried out, both by the Neurosurgical and the 
Vascular Surgical Group. These men _ have 
operated upon 118 patients in the past twelve 
years with essential hypertension. They would 
like to stress that no patients in Groun I, and 
only patients in Group II with major syniptoms, 
and patients in Group III have been operated 
upon. Their experience suggests that no single 
test or combination of tests gives one a guide 
to predict what the blood pressure response will 
be, following surgery. A study, therefore, of the 
correlation of the preoperative amytal test and 
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cold pressure test has not predicted which of the 
patients will show a substantial decrease in 
systolic and diastolic blood pressure. This group 
has utilized both the Peet procedure, involving 
a dorsal sympathectomy from D; down through 
L2, and the more extensive sympathectomies 
such as suggested by Smithwick. They conclude, 
that the simpler operation is equally effective 
to the more extensive one, and is less encum- 
bered by the orthostatic hypotensive symptoms 
produced by the more extensive procedures. 
Certainly, if one evaluates the results of auto- 
nomic nerve surgery in essential hypertension 
purely by the response of the blood pressure, 
one would have to conclude that it is a very 
unsatisfactory operation. Again, we feel that 
this is evidence that the autonomic nervous sys- 
tem imbalance is only one of several synergistic 
factors producing the symptom complex. If, 
however, one criticizes the results of autonomic 
nerve surgery in essential hypertension, by 
evaluating the eradication of symptoms and the 
rehabilitation of the patients, one becomes most 
enthusiastic and optimistic about the procedure. 
In the 118 patients operated upon, all had 
major symptomatology. It is gratifying to note 
that there has been a uniform relief of symptoms 
in all patients. These patients have experienced 
relief from headache, improvement in vision, 
freedom from what they have described as 
previous “intractable nervous jitters,” easy 
fatigability, and abdominal distress. Only 20 
per cent of the group have had a return of the 
blood pressure to normal levels. All but three 
patients have gone back to varying periods of 
a normal living regimen. This cannot be ex- 
pected if the patient has experienced heart 
failure, or definite renal damage, and these 
patients are usually excluded from operative 
consideration. 


PERIPHERAL VASCULAR DISEASE SECTION 


The experiences of this Clinic, in regard to 
occlusive peripheral vascular disease has been 
quite extensive. The combined experience of the 
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cardiovascular and neurosurgical groups involves 
over 200 patients so treated. Our experience has 
shown us that in all patients with chronic vascu- 
lar occlusion in whom the disease is stationary 
and non-progressive, that definite improvement 
may be expected by surgery of the sympathec- 
tomy nerve system. There is, however, a distinct 
variability in regard to the symptomatic im- 
provement obtained, such as the pain of inter- 
mittent claudication. It is important to stress 
that these patients frequently do not show 
major improvement for three or four months 
following surgery, and such progressive improve- 
ment may continue for as long as from 12 to 18 
months following the operation. In rare instances 
one may get immediate dramatic improvement. 

Let us first consider the patients with arterial 
injuries in whom there is normal or increased 
vasomotor tone. Sympathectomy has been uni- 
formly beneficial. The degree of benefit appears 
to depend markedly upon (1) the site of vessel 
injury, and (2) the functional resultant circula- 
tion following such injury. Thus, the patients 
with less impoverished circulation will do ex- 
ceptionally well after sympathectomy. There is 
a distinct difference, then, in regard to an injury 
to the popliteal artery which will produce marked 
restriction of circulation compared to an injury 
to the superficial femoral artery wherein result- 
ant circulation may be fairly good. 

Follow-up study of this patient group suggests 
that the major visible improvement is noticeable 
in the skin and superficial tissues, a disappear- 
ance of pallor on elevation. The degree of disap- 
pearance of symptoms depends upon the degree 
of correction of their ischemic neuritic basis. Such 
improvement is noted, not only subjectively but 
also upon objective tests. The feeling of the 
Vascular Surgical Group is, that the more severe 
the ischemia the greater the need for immediate 
surgery. Thus, when confronted with irreparable 
arterial injury with major ischemia, we do not 
recommend initial treatment with nerve blocks 
of the sympathetic chain. The results of such 
blocks is usually only a periodic relief from vaso- 





constriction; such blocks may be ineffective and 
subsequent surgery is usually made more diffi- 
cult. 

The problem of Buerger’s disease again stresses 
the synergism of multiple factors in the produc- 
tion of a disease complex. Furthermore, this is a 
disease characterized by remissions and exacerba- 
tions; therefore, only long-term follow-up studies 
may lead to worthwhile conclusions. Again, it 
may be of value to remember the fact that 
Buerger’s disease is not a disease confined to the 
lower extremities. In 40 per cent of the patients 
seen by the Vascular Surgical Group, it has been 
noted to be present to some degree in the upper 
extremities. Buerger’s disease of the brain has 
been reported. The Thoracic Surgical Group has 
had personal experience with two patients pri- 
marily presenting Buerger’s disease of the lung, 
both of whom ultimately succumbed to acute 
mesenteric thrombosis. 

It would appear certain that there is a marked 
variance in the efficacy of the surgery in this 
disease according to the timing of the sympa- 
thectomy in regards to the cycle of the disease. 
Thus, in patients in whom the disease appears 
static or suggestively ‘“‘has run its course,” in 
whom there is no active thrombosing phe- 
nomena, sympathectomy will produce uniform 
and marked improvement. In a second group of 
patients with mildly active disease characterized 
usually by vasospasm and only mild thrombotic 
activity, this type of surgery uniformly produces 
marked improvement. In such patients one will 
frequently notice previously chronic intractable 
small areas of ulceration, healing rapidly within 
two or three weeks following surgical interven- 
tion. On the other hand, in a third group of pa- 
tients having severe fulminating disease who 
fortunately are but a small percentage of the 
total patient group, the disease is usually too 
progressive to allow adequate postoperative 
evaluation. The results of surgery in such pa- 
tients have been most unsatisfactory. 

Again, the multiplicity of factors in Buerger’s 
disease is presented. Thus, a patient with ulcera- 
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tion and purulent material under tension who 
persists in smoking, will obtain no relief from 
sympathectomy. If one can achieve, in such a 
patient, release of the pus under tension, release 
from the stimulation of tobacco and release from 
sympathetic innervation, dramatic relief will be 
obtained. The long-term follow-up of patients 
with Buerger’s disease has shown that persistent 
and continued improvement has only been pres- 
ent in those patients who have never again in- 
dulged in the tobacco habit. 

Previously there was little enthusiasm relative 
to the value of autonomic nerve surgery in the 
treatment of patients with occlusive peripheral 
vascular disease due to arteriosclerosis. We now 
know that such individuals with normal vaso- 
motor tone can be helped. As in other chronic 
occlusive vascular disease, the results of treat- 
ment show a considerable variance. Certainly 
the better results are obtained in patients pre- 
senting solitary areas of segmental occlusion. 
These patients should be treated prior to trophic 
changes. It is also interesting to note that those 
patients in whom the obstruction is nearer to the 
aortic outflow ‘of blood, obtained the greater 
symptomatic relief. Thus, a patient with throm- 
bosis of the lower aorta or iliac arteries obtained 
a greater degree of symptomatic relief than pa- 
tients with destruction of the popliteal artery or 
lower tibial vessels. The resultant circulation is 
probably better in the former group because of a 
large number of available collateral vessels. The 
presence of diabetes mellitus was not felt to play 
any major part in the results obtained. In the 
main, if the diabetes is found to be under poor 
control and the patient develops a local area of 
gangrene due to trauma with infection, the 
underlying circulation will usually be sufficiently 
extensive to expect a satisfactory result. In 
general, then, in the arteriosclerotic group the 
patients in whom local gangrene is precipitated 
by trauma or infection rather than by extremely 
extensive diffuse disease, sympathectomy may 
be of value. Often, it will eventuate in the pa- 
tient receiving relief by local amputation of a 
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digit; whereas, without sympathectomy, a major 
amputation might be required. Our Group does 
not feel that sympathectomy will allow an 
amputation below the knee in major gangrene. 

One is always impressed with the severe pain- 
ful vasospasm associated with the acute occlusion 
of an artery, either by an embolus or by the 
formation of a thrombus in the area of an 
atheromatous plaque. If successful restoration of 
continuity of the vessel can be accomplished by 
embolectomy, sympathectomy is not considered 
necessary. However, if adequate restoration of 
blood flow cannot be obtained, then sympathec- 
tomy may produce a dramatic and successful 
result. In the treatment of embolic phenomena 
one must stress that efforts must be made to pre- 
vent extension of the thrombus by use of anti- 
coagulants such as heparin. 

We are not pleased with the results of sympa- 
thectomy in patients with thrombophlebitis. In 
all, 17 patients were treated, in whom there was 
evidence of venous insufficiency without skin 
lesions, without hyperhidrosis, but with increased 
vasomotor tone. These patients are frequently 
made tremendously worse by sympathectomy 
and its use is to be condemned. We would prefer 
to control the chronic eczema in such patients by 
other means. Our Group has not personally 
sympathectomized patients with lymphedema 
of the lower extremity, such as that resultant 
from Milroy’s disease. A considerable number of 
such patients operated upon elsewhere have pre- 
sented themselves for evaluation, and the con- 
clusion is that these patients have not been 
benefited by the procedure. 

Before departing from the topic of peripheral 
vascular disease and autonomic surgery we 
should mention that problem of the need of 
sympathectomy in patients undergoing surgery 
for arteriovenous fistula. More than 450 patients 
with arteriovenous fistula were operated upon 
under the direction of Dr. D. C. Elkin at the 
Ashford General Hospital. All these patients were 
operated upon without the adjunctive use of 
sympathetic surgery. Dr. Elkin would like to 
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stress that these patients were patients in the 
younger age group of 40 and below. He does feel 
that sympathectomy is of value in the surgery 
of arteriovenous fistula in patients in the older 
age group. A similar consensus of opinion is held 
in regard to the surgery of peripheral aneurysms, 
150 of which were operated upon in the younger 


age group. 


AUTONOMIC SURGERY FOR DISEASES OF THE 
ABDOMINAL VISCERA 


The autonomic nerve surgical aspect of ab- 
dominal disease is apparently very much in its 
infancy. Trials of autonomic nerve surgery in 
regard to certain lesions of the gastro-intestinal 
tract, have frequently been disappointing; prob- 
ably, in the main due to the fact that this ap- 
proach was utilized prior to a proper understand- 
ing of the pathology and pathogenesis of the 
disease complex under consideration. Certainly 
autonomic nerve surgery, either sympathectomy 
or parasympathectomy, for cardiospasm was 
most disappointing. We are now beginning to 
appreciate the absence of Auerbach’s plexus in 
the lower esophagus, in these individuals, and 
some similarity of this disease to the paucity of 
plexus fibers in the lower sigmoid and upper 
rectum of the patients with mega-colon. It is not 
surprising, therefore, in reviewing our experi- 
ences with such an approach to these two dis- 
eases, that vagotomy in combination with the 
Finney type of esophago-cardioplasty has not led 
to good long-term postoperative results. In 
similar fashion the rare patient with mega-colon, 
treated either by presacral neurectomy or by a 
combination of lumbo-dorsal sympathectomy 
and presacral neurectomy has not been helped. 

The members of our Clinic do not feel justified 
in making any definite conclusions in regard to 
the role of vagotomy treatment of peptic ulcer. 
Our experiences do suggest that vagotomy yields 
a marked variance of clinical results. We are 
much impressed with the personality factor in 
these individuals. The markedly emotionally 
individual appears to be happier with a gastric 


resection, than he does with a vagotomy or 
combination of a vagotomy and gastro-enter- 
ostomy. In the more stable type of individual, 
with peptic ulcer and no pyloric obstructive 
symptoms, dramatic and gratifying results may 
ensue following supradiaphragmatic vagotomy. 
We are prone to be enthusiastic about the value 
of supradiaphragmatic vagotomy in certain se- 
lected patients with marginal ulcers following 
gastric resection or gastro-enterostomy. 

Our experience in regard to other abdominal 
disease states treated by sympathectomy has 
been very limited. Three patients with chronic 
pancreatitis and persistent pain have been 
treated with bilateral resection of the sympa- 
thetic ganglia of Ds, Dw, Diu, Di, and the 
splanchnic nerves. These three patients have had 
complete relief of their symptomatology. One 
patient with carcinoma of the pancreas, with 
the major complaint of pain, has been treated by 
similar bilateral operation with relief of symp- 
toms. One patient having persistent pain follow- 
ing cholecystectomy was treated by unilateral 
sympathetic surgery with a good résult. Another 
patient with unexplained persistent upper ab- 
dominal pain was treated by bilateral sympa- 
thectomy and a good response. In one incidence 
of a patient with severe tabetic crises, bilateral 
cordotomy was carried out without relief, but 
when this was followed by a bilateral splanch- 
nicectomy, relief was obtained. Relief of ab- 
dominal pain was also obtained in another 
patient with major tabetic crises, but this syn- 
drome was confused by the coincident presence 
of paresis and the patient subsequently required 
prefrontal lobotomy to control pain occurring 
at the operative site and other diffuse discom- 
forts. 

Our experience has been too limited to make 
any definite conclusions relative to the value of 
presacral neurectomy. In a few instances in which 
it has been carried out for dysmenorrhea, the 
results have not been satisfactory. The feeling of 
our gynecologists is, that the procedure is prob- 
ably too extensive for the degree or seriousness 
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of the complaints presented. It is felt that in at 
least 80 per cent of the dysmenorrheas, less radi- 
cal procedures can achieve equally or more 
beneficial results. In three patients treated by 
presacral neurectomy, for persistent bladder 
pain, two showed definite improvement and one 
showed no benefit whatsoever. Our feeling is, 
that this field of autonomic nerve surgery needs 
much further definitive investigation. From the 
anatomical and physiological considerations in- 
volved, one would not predicate most value from 
this approach. In order to truly remove auto- 
nomic sensation from the internal genitalia and 
the lower urinary tract, it might well require 
transection of the lesser and least splanchnic 
nerves, first and second lumbar sympathetic 
ganglia and the sacral outflow of the para- 
sympathetic system. Certainly this would appear 
to be too extensive surgery for anything other 
than persistent debilitating intractable pain. We 
have not tried the efficacy of vagotomy in the 
treatment of ulcerative colitis. In the main, the 
patients with this disease who presented them- 
selves to us, appeared to have too far-advanced 
lesions to justify any valid trial of this approach. 
When presented with major bleeding, cachexia, 
and a fibrotic destruction of the colon, we con- 
sidered that salvage could only be obtained by 
major resectional procedures. It is also felt that 
the autonomic nervous system imbalance may 
be only one of the less major factors in ulcerative 
colitis, and that therefore autonomic nerve 
surgery alone would probably constitute inade- 
quate surgical therapy. 

In summary, then, in regard to autonomic 
nerve surgery in relation to disease of the ab- 
dominal viscera we consider that our experiences 
in this aspect of surgery have been too limited 
for any definite conclusions. Vagotomy may be 
very beneficial in the treatment of marginal 
ulcer. Benefit of vagotomy in the peptic ulcer 
patients probably demands superb clinical judg- 
ment in the choice of patient candidates. Brief 
experience suggests that this approach can be 
of major value in regard to the symptoms of 
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chronic pancreatitis, post-cholecystectomy dys- 
kinesia, tabetic crises, and in intractable pain 
due to malignancy. 


AUTONOMIC SURGERY FOR DISEASES OF THE 
THORACIC VISCERA 


Let us now turn to a discussion of the problem 
of autonomic nerve surgery and disease syn- 
dromes of the thoracic viscera. The use of auto- 
nomic nerve surgery in regard to diseases in this 
area of the body constitute a relatively new 
venture. This fact must be emphasized because 
such probings into a new field must traverse 
many pitfalls before maturing. The application 
of sympathectomy particularly stellate ganglion- 
ectomy and the excision of the ganglia from D, 
through D, has experienced considerable applica- 
tion in regard to the control of intractable 
anginal pain. In about 80 per cent of patients 
the afferent pain fibers course through the 
sympathetic chain on the left. In the remaining 
20 per cent of patients a major component of 
afferent innervation occurs on both the right and 
left sides. We have utilized the procedure in 15 
patients with intractable angina without con- 
comitant congenital cardiovascular disease. Five 
of these were treated with conjunctive rhizotomy 
of the first to fifth dorsal roots. In all 15 a 
unilateral approach was used and the results 
were imminently satisfactory in 14, while one 
had some persistence of pain and might well 
have deserved a bilateral procedure. Three other 
patients have been treated in whom there was a 
non-correctable advanced state of coarctation of 
the aorta with associated intractable angina 
pectorus. These three patients revealed far ad- 
vanced arteriosclerotic changes of the entire 
aortic arch and descending thoracic aorta. All 
three achieved symptomatic relief from a left 
sympathectomy involving removal of the stel- 
late ganglion and the entire thoracic sympa- 
thetic chain. One of these patients worked for 
three years subsequent to such surgery and died 
suddenly while working as a mechanic, probably 
from a painless vascular catastrophe. Two other 
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patients with coarctation of the aorta in the 
upper age group with severe angina were treated 
by surgical correction of the coarctated area 
alone and achieved complete relief of their 
anginal syndrome. 

We have had experience with only one patient 
with intractable paroxysmal auricular fibrillation 
undergoing stellectomy and upper dorsal sympa- 
thectomy. The result in this individual patient 
was completely disappointing. 

It is most difficult to evaluate what role might 
be played by autonomic surgery in cor pulmo- 
nale. Sympathectomy alone in four patients with 
this syndrome proved to be essentially valueless. 
Two patients with this syndrome to a major 
extent were treated by a combination of stel- 
lectomy, upper dorsal sympathectomy, complete 
plexectomy, and pulmonary artery periarterial 
sympathectomy. There appeared to be some 
definite clinical improvement in these patients, 
and although the ultimate result was fatal, there 
appears to be a distinct potential in this proce- 
dure of increasing the longevity and comfort of 
the individual. Lesser degrees of cor pulmonale 
such as is presented in marked increase of pul- 
monary artery pressure in association with em- 
physema has been objectively decreased by 
surgical intervention. 

There has been an interesting but small group 
of patients; namely, those with tetralogy of Fal- 
lot and associated absence of the pulmonary 
arteries. We have carried out complete excision 
of the parietal pleura and concomitant stel- 
lectomy and upper dorsal sympathectomy in 
hopes of increasing systemic-to-pulmonary artery 
collateral circulation. In three patients so treated, 
there has been dramatic improvement in the 
functional capacity and major lessening of the 
degree of cyanosis. We are still following this 
patient group who have undergone only uni- 
lateral surgery and are trying to define by their 
future course the need or value of a contralateral 
similar operative procedure. 

There have been sporadic instances of the use 
of autonomic nerve surgery in an attempt to 


palliate the discomfort of irresectable malig- 
nancy. On four occasions, upper dorsal sympa- 
thectomy was carried out and found to be of no 
value in the palliation of carcinoma of the lung. 
On the other hand, on five occasions, high right 
vagotomy appeared to produce distinct palliation 
in the presence of irresectable bronchogenic 
carcinoma. This relief was mainly the relief of 
cough, but the resultant paralysis of the bronchus 
frequently required periodic bronchoscopic as- 
piration. We have not utilized left vagotomy in 
such patients for fear that a mild adjunct in pal- 
liation might produce major gastro-intestinal 
distress. On one occasion, a patient with a carci- 
noma of the thymus and multiple implants upon 
the ascending aorta, suffering from intractable 
pain was completely relieved of his symptoms by 
stellectomy and upper dorsal sympathectomy. 
It is interesting to note that this patient subse- 
quently died suddenly from an apparently pain- 
less rupture of the ascending aorta. We do feel 
that autonomic nerve surgery should be con- 
sidered if one explores an inoperable carcinoma 
of the lung if such patient is suffering from in- 
tractable cough or painful invasion of the ad- 
ventitia of the aortic wall. 

Sympathectomy has also been used as ad- 
junctive surgery to relieve pain in the treatment 
of major aneurysms of the thoracic aorta. When- 
soever a patient is operated upon for an aortic 
aneurysm associated with pain, the aneurysm 
should not only be wrapped with reactive di- 
acetyl phosphate coated cellophane, but extensive 
dorsal sympathectomy should be utilized. This 
procedure seems to be of distinct value in pa- 
tients in whom incomplete wrapping of the 
aneurysm is all that can be achieved. 

We ventured rather expeditiously into the 
field of autonomic nerve surgery in the treatment 
of bronchial asthma. Many were the heartaches 
and much the knowledge achieved from these 
experiences. We hope soon to present a long-term 
follow-up of the patients treated in this manner. 
Our present conclusions are that there is a 
definite place for autonomic nerve surgery in 
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selected instances in patients suffering from 
bronchial asthma. Duane Carr showed in a 
long-term follow-up of 6 patients who were 
totally adrenalin resistant, that sympathectomy 
produced gratifying results. We have not per- 
sonally encountered any patients in whom pre- 
operative tests proved the presence of true 
adrenalin resistance. The fact then that our ex- 
periences utilizing sympathectomy alone in 
bronchial asthma without beneficial results does 
not condemn the use of sympathectomy alone in 
patients who are truly adrenalin resistant. 
Bronchial asthma is again a disease with ex- 
acerbations and remissions. It is a disease in- 
volving multiple synergistic factors in its produc- 
tion. Its proper treatment demands extreme and 
diligent clinical investigation. The individual 
factors involved in the production of the disease 
must be analyzed in detail in regard to the rela- 
tive role which each plays. It is often difficult to 
determine whether the psychological disturbance 
present in such patients is productive of, or re- 
sultant to, the bronchial asthmatic phenomena. 
Our long-term results indicate that with proper 
preoperative evaluation and selection of patients 
certain individuals demand surgical intervention 
for cure of their disease complex. 

It is apparently a common phenomena in dis- 
eases involving a major component factor of 
autonomic nerve system disturbance that a focal 
area of irritation may produce an explosive uni- 
form disturbance of the autonomic balance in the 
organ system involved. A great lesson has been 
taught us by patients who present the complica- 
tion of ulceration in a bronchial stump due to 
suture material following lobectomy. These pa- 
tients may return to us with the major complaint 
of cough due to bronchial irritation and severe 
bronchospastic behavior. With the removal of 
the suture material by bronchoscopic means and 
cauterization of the ulcer, complete relief of both 
cough and bronchospastic phenomena can be 
universally achieved. This clue led us to the 
premise that certain patients with bronchial 
asthma have trigger areas of pulmonary disease 


which play a major role in the bronchospasm of 
the patient. Cure of bronchial asthma has been 
achieved quite uniformly in patients whose 
history, physical findings, and objective tests 
prove that such a trigger area is present. Thus 
patients with bronchial asthma and solitary foci 
of pulmonary emphysema have obtained com- 
plete relief of symptoms by excision of the 
emphysematous focus and concomitant upper 
dorsal sympathectomy, pulmonary plexectomy, 
and periarterio sympathectomy. A similar phe- 
nomenon is noted in patients with localized 
pulmonary destruction of bronchiectatic type 
and true bronchial asthmatic seizures precipi- 
tated by such areas of infection. This experiment 
has been rather completely carried out. A group 
of patients with such a syndrome treated by 
lobectomy alone have persisted in their asthmatic 
behavior. A second group of patients treated by 
autonomic nerve surgery without complete con- 
trol of the suppurative pulmonary factor have 
not shown long-term relief of symptoms. A group 
of patients in whom the surgical attack has been 
upon the two major factors together have yielded 
gratifying results. Removing the major focus of 
infection at a secondary operation following fail- 
ure of autonomic surgery alone has resulted in 
social and economic rehabilitation. 

Our present concept, then, of the role of 
surgery in regard to bronchial asthma, is that it 
is useful in a selected group of patients in whom 
surgery can attack the major factor, or factors, 
involved in production of the disease complex. 
A corollary to this is that patients in whom 
surgery can benefit the major factor, or factors, 
and medical treatment can eradicate other major 
factors, should and do achieve palliation. We are 
certain that patients with uncontrolled pulmo- 
nary suppuration of diffuse type are in no way 
candidates for surgical intervention. Major 
psychological disturbances, particularly nar- 
cotic addiction, contradict any hopeful attitude 
in regard to the surgical approach to this disease. 

Having been educated and stimulated by our 
experience with bronchial asthma, we ventured 
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to test a similar method of approach upon the 
problem of pulmonary emphysema. Several 
articles describing the details of our experiences 
in this line are now in press or in process of being 
written. Briefly, we consider that the etiology of 
pulmonary emphysema is due to the response of 
an improperly balanced pulmonary autonomic 
nervous system to the cumulative bombardment 
of various irritating and structural factors. Ex- 
cessive tobacco in certain hypersensitive indi- 
viduals can produce the initial areas of the 
disease; more commonly, persistent suppuration 
constitutes the irritating principal in the factor 
complex. Local damage productive of emphy- 
sema occurs in the pulmonary system. This local 
area by its trigger activity, in conjunction with 
the other irritants, plays a major role in the 
progress of the disease. It is predicated that the 
trigger area not only produces bronchospasm, 
but also pulmonary vascular spasm. Further- 
more, the local area can, by compression or by 
distortion of adjacent bronchopulmonary areas, 
aid in the progress and spread of the disease. Our 
work has shown from an analysis of experience 
with over 200 patients, that bronchospasm in 
major degree, is present in 85 per cent of the 
patients. Various tests have been devised to 
prove the presence of such bronchospasm and 
to define the best medication capable of decreas- 
ing this aspect of the disease in the individual 
patient. The source of irritation, whether ex- 
ternal or infectional, must be completely con- 
trolled. If the disease is localized sufficiently to 
prove the presence of a trigger area, this must 
be excised in conjunction with complete auto- 
nomic nerve surgery. In a few diffuse cases in 
younger individuals, relief has been obtained by 
complete autonomic nerve surgery alone. Much 
further experience must be obtained in regard to 
this aspect of the disease. It must be completely 
understood that not only the factors involved in 
production of the disease, but factors produced 
by the disease which enhance its progress must 
also be controlled. Thus, not only the local trigger 


area in the lung must be eradicated, but we must 
re-educate the respiratory muscles and, in par- 
ticular, improve the action of the diaphragm. 
From an appreciation of the need of the con- 
trol of a multiplicity of factors in certain diseases, 
it is not surprising that the initial enthusiasm 
relative to celiac ganglionectomy for cystic 
fibrosis of the pancreas, experienced a rather 
acute deflation. One wonders whether this com- 
plete lack of enthusiasm for autonomic nerve 
surgery for this hopeless disease is justified. 
These are desperate cases and demand our con- 
tinued interest. We have utilized this approach 
in two individuals. In one, the result has been 
completely disappointing. In both, there has 
been no increase in the enzyme content of the 
stool, or decrease in the total stool fat or nitro- 
gen. However, in one there has been a dramatic, 
although probably temporary, improvement in 
regard to symptoms. Studying a group of these 
patients and particularly when one broncho- 
scopes them, it is very impressive that a most 
severe degree of bronchospasticity is present. 
The question, therefore, is raised for future 
evaluation, whether there might be some value 
in combining complete pulmonary denervation 
with celiac ganglionectomy, and possibly in ad- 
dition producing an arteriovenous fistula in the 


patient’s pancreas. 


Another and, as yet, totally undefined aspect 
of autonomic nerve surgery in regard to its 
value, is the effect of such surgery upon the 
growth of limbs. In two instances such surgery 
has been carried out in patients with shortened 
limb, due to poliomyelitis. The results after a 
six-year follow-up, have been most disappoint- 
ing. We have, under observation, a group of 
seven children who have had stellate ganglio- 
nectomy and upper dorsal sympathectomy, 
ranging from the ages of 2 to 10 years. These 
patients were operated upon because of major 
disease of the thoracic viscera. We will watch 
with interest the effects upon the growth of the 
upper extremity. 




















SUMMARY AND CONCLUSIONS 


The author has attempted to eradicate some 
of the prevalent confusion in regard to the func- 
tion and surgery of the human autonomic nerv- 
ous system. This is a vast field and invades the 
territory of the anatomist, physiologist, pharma- 
cologist, internist, surgeon and psychiatrist. The 
confusion in regard to this realm of human 
physiology is felt to be due to five major factors. 
These are, (1) improper attempts to compare or 
parallel the function of the autonomic nervous 
system of one species with that of another 
species, whether human or animal; (2) there’ap- 
pears to be a distinct difference in individuals 
of the human species in regard to the degree 
with which the autonomic nervous system is 
under the subconscious and conscious cortical 
control; (3) inadequate appreciation of the mul- 
tiplicity of factors involved in certain disease 
complexes, has led us to condemn autonomic 
nerve surgery, when other major factors in- 
volved in the disease are not controlled; (4) the 
period of autonomic nerve surgery prior to 
World War II was so hampered by incomplete 
surgical attack and inadequate knowledge of 
the disease syndromes, that only confusion could 
result; (5) anatomical variations of the human 
autonomic nervous system. 

The anatomy and physiology of the autonomic 
nervous system has been briefly reviewed. The 
term “autonomic,” itself, leads to confusion. It 
would be preferable if we differentiated the two 
nervous systems as (voluntary) “external en- 
vironmental” and the (autonomic) ‘internal 
environmental” nervous system. 

Experience has shown us that a vast unex- 
plored field will be opened up with a better ap- 
preciation of the conscious manifestations of 
autonomic nerve irritation and dysfunction. 
Every patient undergoing surgery for diseases 
which, at present, are considered to be asympto- 
matic or minimally symptomatic, should undergo 
a complete analysis of vague and bizarre symp- 
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toms prior to such surgical intervention. A fol- 
low-up study in regard to the changes produced 
in such symptomatology, by extirpative surgery 
or autonomic nerve surgery, will increase our 
knowledge in regard to this important aspect of 
the problem. One cannot help but wonder what 
the physician of the 21st century will record in 
regard to our over-all knowledge of sympto- 
matology. This broader concept of an eye to the 
future is of particular importance in regard to 
all patients presenting bizarre symptomatology. 
Only too often have we encountered patients 
with serious organic pathology whose bizarre 
symptomatology resulted in their initial mis- 
direction into psychiatric and psychosomatic 
diagnoses and therapy. 

Rather than a summary of the literature in 
regard to recent advances in autonomic nerve 
surgery, the author has preferred to present a 
quite comprehensive over-all experience in this 
field by the surgeons in Emory University, in 
the Department of Dr. D. C. Elkin. 

It is hoped that this review of experience in- 
volving more than 1400 patients undergoing 
autonomic nerve operative procedures, should 
eventuate in a broader understanding of the 
problem. Our present conclusions are: 

1) The present confusion existent in regard to 
surgery of the autonomic nervous system is 
due to five basic causes which have been 
presented and discussed. 

2) The autonomic nervous system might bet- 
ter be named the “internal environmental 
nervous system.” 

3) The conscious component of autonomic 
nerve activity exists and deserves major 
future attention. 

4) The concept of multiple coordinative or 
synergistic factors in the production of 
certain disease syndromes is valid and 
useful. 

5) The therapeutic value of autonomic nerve 

surgery should parallel: 
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a) The completeness of the denervation 
procedure 

b) The role which autonomic imbalance 
plays in the synergistic production of a 
specific syndrome 

c) The susceptibility of other major factors 
to medical or surgical control 

d) The degree of completeness of medical 
understanding of the specific disease 

e) The physicians’ appreciation of the need 
for individual evaluation of each patient 
and the potential variabilities of auto- 
nomic nerve behavior 


f) The selection of patients for surgery 
with regard to each patient’s individual 
personality, innate desires, and disease. 

6) We must maintain a constructively critical 
attitude to this rapidly developing field of 
therapeutics. 
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THE RELATIVE POSITION OF THE SPECIALIST, THE GENERAL 
PRACTITIONER AND THE PUBLIC HEALTH OFFICER 
IN BRITAIN! 


SIR ALLEN DALEY, M.D., F.R.C.P 


The common denominator of these three 
groups is that everyone must be a “Registered 
Medical Practitioner,” and, as I find that term 
is not well understood here, I will try to explain 
it. It applies to men and women who are regis- 
tered with the General Medical Council, a body 
set up by Parliament about a hundred years ago 
for the purpose of enabling the public to dis- 
tinguish between practitioners of medicine who 
had been properly trained and proved their com- 
petence by examination, and those who had not. 
It is only registered medical practitioners who 
can sign death certificates, order dangerous 
drugs, or hold medical appointments under pub- 
lic bodies including the hospital, general prac- 
titioner, and public health sections of the Na- 
tional Health Service. Though there are a few 


1 Address given at the Annual Meeting of the Medical and 
Chirurgical Faculty of the State of Maryland, on April 30th, 
1952. (Faculty Transactions, 1952) 

* Associate Health Officer, City of Baltimore; formerly 
Medical Officer of Health, London County Council. 


osteopaths, nature curers, Christian Science prac- 
titioners, and other non-registered medical prac- 
titioners in Britain, they are much less common 
than here. The General Medical Council is not 
itself an examining body. It consists of a repre- 
sentative of each of the universities and other 
examining bodies together with two or three 
laymen. It is also the disciplinary body for the 
profession and hears complaints of unprofessional 
conduct. It does not, however, concern itself with 
allegations of professional negligence or mal- 
practice. That is a matter for the ordinary civil 
courts or the special machinery set up under the 
National Health Service Act. The General Med- 
ical Council can strike off its roll the name of 
anyone judged guilty of unprofessional conduct 
“in an infamous respect.”’ A registered medical 
practitioner can practice anywhere in the British 
Isles or in the Colonial Empire and, by recipro- 
cal arrangements, in the British Dominions, 
though, curiously, not in some Provinces of Can- 
ada. There is no “State Licensure.”’ The General 
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Medical Council also prepares, revises and pub- 
lishes the British Pharmacopoeia. The Council 
determines the minimum requirements for (a) 
general education before a medical student can 
be accepted and (b) premedical, preclinical and 
clinical training. It accepts the examination re- 
sults of the approved examining bodies but pe- 
riodically sends its representatives to be present 
at the examinations. In England and Wales the 
examining bodies are the University of London 
and the ten provincial universities with medical 
schools. The University of London has twelve 
undergraduate medical schools; the provincial 
universities, one medical school each. The mini- 
mum training schedule after examinations have 
been passed in chemistry, physics and biology 
is two years in anatomy, physiology and bio- 
chemistry and three years clinical work. There 
must be an “external” examiner from another 
medical school and to whom the candidate is 
not known, associated with examination in every 
subject. The twelve medical schools in London 
present their students for the university examina- 
tion and cannot hold qualifying examinations 
themselves. On passing the university examina- 
tion, the candidate pays a small fee to the Gen- 
eral Medical Council and becomes a registered 
medical practitioner. The degree given at these 
qualifying university examinations is not, how- 
ever, the M.D. but the M.B. i.e. Bachelor of 
Medicine generally associated also with B.S. or 
B.CH. Bachelor of Surgery. The M.D. is given 
only as the result of a further examination of 
high standard for which original research work 
is normally required. The M.B. suffices for gen- 
eral practice and only a small percentage pro- 
ceed to the M.D. In addition to the university 
examinations, there are two other examining, 
but not training, bodies (1) the Conjoint Board 
of the Royal Colleges of Physicians and Sur- 
geons and (2) the Society of Apothecaries. They 
give respectively the Diplomas of M.R.C.S., L.R. 
C.P., Member of the Royal College of Surgeons 
and Licentiate of the Royal College of Physicians 
and the L.S.A., Licentiate of the Society of 
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Apothecaries. The training curriculum is the 
same as for a university degree but some think 
their examination standards are not so high. 
Those who pass their examinations are registered 
by the General Medical Council in the same way 
as are university graduates and become “reg- 
istered medical practitioners.”’ Often a man who 
has failed his university examinations will sit for 
the diploma examinations so that he can begin 
to earn his living. Many highly successful gen- 
eral practitioners have a diploma only and not 
a degree. All registered medical practitioners, 
however, assume, and are given in conversation 
and correspondence, the courtesy title of “‘doc- 
tor” though only the few with the degree of M.D. 
are, strictly speaking, entitled to it. There is one 
curious exception. Surgeons of any type and in- 
cluding ophthalmic surgeons, ear, nose and throat 
surgeons, and gynaecologists, divest themselves 
of the title of “doctor” even though they have 
the degree of M.D. and become plain “Mr.” 
“Mrs.” or “Miss” as soon as they are established 
in a surgical specialty. 

There is great pressure on the medical schools. 
There are, over all, more than three applicants 
for every vacancy, and some of the popular 
schools have ten applicants for each place. About 
20% of medical undergraduates are women. 

It would be convenient if I now describe how 
general practice, a specialty, and public health 
are entered, and explain any differences which 
have followed the introduction of the National 
Health Service four years ago. 


GENERAL PRACTICE 


Occasionally a man would go into general 
practice immediately after qualification and 
without doing any internship. This was regarded 
as very unsatisfactory and the General Medical 
Council have made a new rule which becomes 
operative next year to the effect that the pass- 
ing of the qualifying examination only entitles 
him to practice in a hospital under supervision 
and, before entering upon any type of independ- 
ent practice, he must do a further year as an 
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interne in an approved hospital. The medical 
schools are now actively engaged in determining 
which non-teaching hospitals can be regarded as 
suitable for the further training of those of their 
students for whom they cannot find internships 
in the teaching hospital itself, and how the time 
should be allocated between medicine, surgery 
and obstetrics. It is unlikely that there will be a 
further examination at the end of the year’s 
work as an interne. A certificate from his chiefs 
of diligent application to his work will suffice. 
The interne will receive free board and lodging 
and a small salary. 

But, to revert to the pre-1948 position, the 
usual procedure was for a man to work for from 
6 months up to 2, or even 3 years, as an interne. 
These posts change, as a rule, every 6 months 
and he would endeavour to obtain varied ex- 
perience. Only the best students were given in- 
ternships at their teaching hospitals and only 
those likely to become specialists were retained 
there for more than a year. Most of those aim- 
ing at general practice went to non-teaching 
hospitals—voluntary or municipal. The payment 
of internes varied from nothing in the teaching 
hospitals, where sometimes even board and lodg- 
ing were charged for, to £150 a year plus free 
board and lodging in the non-teaching. In com- 
paring British rates of pay in the real value of 
money i.e. purchasing power, a simple working 
rule is to multiply the pound by 6. A salary of 
£100 a year is the equivalent of about $600 on 
this basis. In a year or so after becoming a reg- 
istered medical practitioner he would (1) look 
out for an ‘‘assistancy with a view to partner- 
ship” in a general practice or (2) buy the prac- 
tice of a deceased practitioner, or a share of a 
growing practice or of one where the practi- 
tioner contemplated retirement or (3) “‘squat” 
i.e. put out his professional plate in a district 
where he thought he could build up a practice, 
e.g. in a growing suburb. It is much commoner 
in Britain than here for general practitioners to 
work in partnerships. A two man partnership is 
very common and there are many partnerships 


of six to eight. Until 1948, when it was prohib- 
ited by law, a doctor’s main asset was the selling 
value of his practice. He would rely on the money 
he would get for his practice to keep him in his 
old age or to provide for his widow. In Britain 
many general practitioners have their profes- 
sional “‘offices” in the houses where they live 
though they may, also, have outlying “offices.” 
It is a curious fact that patients become at- 
tached to a particular “‘office” or ‘‘surgery” as 
we call them as much as to the doctor himself 
and, when a man bought a practice and took over 
the former doctor’s house or surgery he could 
rely on the vast majority of the former patients 
transferring to him. The usual charge made for a 
practice was ‘“‘two years purchase” on the gross 
takings. It is common for practice expenses to be 
38.7% of the gross takings. A young man buying 
a practice had therefore to have, or borrow, a 
substantial sum of money. When the Govern- 
ment, for reasons which are not quite clear 
though they are associated with a desire to en- 
sure a better distribution of doctors, and to avoid 
enhancing the value of practices, as would have 
occurred when 95% of the population went on 
to doctors’ lists and their medical care was paid 
for by capitation from public funds, then set 
aside the large sum of £66,000,000 to compen- 
sate doctors for the loss of ‘the “good will” of 
their practices. This money is being paid out in 
the form of a pension when he retires or a lump 
sum if he dies. 

In the new régime. there is no interference 
whatsoever if a man desires to set up in private 
practice. He can go anywhere and try his luck. 
But the National Health Service has hit private 
general practice much more than private spe- 
cialist practice and very few general practitioners 
can earn a living unless they are in the National 
Health Service. 

The Government have appointed a small 
“General Practice Committee” comprising gen- 
eral practitioners, selected after consultation with 
the British Medical Association and one lawyer. 
The Chairman is whole-time; the rest are part- 
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time and paid on a sessional basis. This Com- 
mittee has divided the country into (a) areas 
which are over-doctored or “‘closed” areas and 
(b) areas which are under-doctored. There are, 
also, certain intermediate groupings. No one is 
allowed to set up in practice under the National 
Health Service without the consent of this Com- 
mittee. Normally, they will only allow a new 
entrant in a “closed” area if it is a case of a 
son succeeding his father, or a nephew an uncle, 
or an assistant who has been there a long time 
being taken into partnership. If a man wishes to 
set up anywhere other than in a “closed” area, 
permission is given automatically though an ef- 
fort is made to persuade him to start in an under- 
doctored area. 

Generally, a partnership will look out for a 
suitable colleague and put his name forward, 
often after a spell as a whole-time salaried as- 
sistant to see if they get on well together. On 
the occurrence of a death vacancy, it is gener- 
ally advertised though it is interesting to note 
that sometimes in such cases, the other doctors of 
the areas will suggest that the vacancy needn’t 
be filled as they can easily absorb the dead doc- 
tor’s patients in existing practices. 

The country is divided into 145 areas for the 
general medical and dental practice part of the 
National Health Service and each has a local 
medical committee of doctors only, who advise 
on all professional matters. They are associated 
with the selection of new doctors for their area. 
Special ‘‘inducement” payments in the form of 
an annual salary in addition to the capitation 
payments are made to attract people to un- 
popular or difficult areas. Rural practitioners, 
also, receive special mileage payments and as 
they do their own dispensing they get additional 
remuneration for that. When a man starts prac- 
tice anywhere he can apply for a “‘fixed annual 
payment” generally £300 a year. It is stopped, 
however, after 2 or 3 years, if he has by then 
either got a substantial number of people on 
his list or has failed to make substantial progress 
in building up a list. The normal method of pay- 
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ment on which the profession has insisted is by 
capitation, not salary. 

The total number of general practitioners 
working in the scheme is just over 20,000. The 
average number on doctors’ lists is about 2,500 
patients. The maximum number is 4,000 but if 
he has a whole time assistant he can take another 
2,400. The general opinion is that these num- 
bers are too high for first class work to be done. 


SPECIALISTS 


Before the new scheme it was difficult for a 
young man, however bright, to become a suc- 
cessful consultant unless he had enough money 
behind him to augment his earnings while he 
was being trained and until he became estab- 
lished, which, often, was not until he was in his 
mid-thirties. The normal progression was: (1) 
internship at his teaching hospital, (2) assistant 
resident, (3) then resident at a teaching hospital, 
(4) passing the examination for the appropriate 
post-graduate diploma, (5) obtaining an adver- 
tised honorary visiting post in a hospital and 
(6) taking an office on the street where consul- 
tants practice: in London, Harley Street or its 
immediate vicinity. At point (5) however, he 
might apply for a whole-time specialist post 
either in a non-teaching municipal hospital or in 
a university department. 

We do not have in Britain what are called 
here, “specialty boards.’’ Competence in the spe- 
cialties is indicated by the possession of post- 
graduate diplomas awarded generally by the 
Royal Medical Colleges of which there are three 
in England, three in Scotland and two in Ireland, 
and in some subjects by the Conjoint Board. 
Also, most of the universities have a degree of 
Master of Surgery. We use the term ‘“‘Physician”’ 
for what you call an “internist.” The oldest 
Royal College is the Royal College of Physicians. 

Hospitals making appointments as Physicians 
only accept as applicants those who are mem- 
bers or fellows of the Royal College of Physi- 
cians. The examination for membership of the 
College is of very high standard and the per- 
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centage who pass is generally below twenty. 
About 30 members of the College are selected 
every year at a meeting of the Fellows and elected 
to the Fellowship. The constitution of the Royal 
College of Obstetricians and Gynaecologists is 
similar and candidates for hospital posts must 
have the diplomas of M.R.C.O.G. or F.R.C.O.G. 
With regard to surgery, the membership of this 
College is not a specialist qualification and the 
fellowship, which corresponds to membership of 
the other two colleges is awarded after a stiff 
examination. The F.R.C.S. is a prerequisite for 
obtaining a post as a hospital surgeon. There are 
special diplomas in radiology, anaesthesia, clin- 
ical pathology, child health, etc., but they do 
not have the standing of the M.R.C.P., M.R.C. 
OG., or F. RCS. 

Before 1948 each Hospital Board set up a selec- 
tion committee of its own medical staff, and 
laymen from its Governing Body, to consider 
applicants for positions as specialists and there 
was complaint that the large teaching hospitals 
gave too great preference to their own ex-stu- 
dents. To try to prevent this “in-breeding,” 
every hospital vacancy for a specialist must now 
be advertised and the interviewing and selection 
committee of seven, including one or two lay- 
men, must contain specialists who are not at- 
tached to the hospital concerned. Under the new 
scheme, all interne and resident appointments 
are paid. The pay increases year by year, and 
after the first 2 or 3 of the 5 years of resident ap- 
pointments, needed for a specialist training, even 
a married man can live on it if he is careful. 
Before 1948, a young specialist on finishing his 
resident posts, being appointed to the visiting 
staff and starting in consultant practice, received 
no pay for his hospital work and he was regarded 
as lucky if, for the first year or two, he made 
enough to pay the rent of his consulting rooms. 
All hospital visiting and consulting staffs are 
now paid. The pay is based on the thesis that he 
will attain the rank of specialist at the age of 
32 years or soon after. The pay increases auto- 
matically year by year for about 10 years. All 


types of specialist receive the same scales of 
payment. The anaesthetist gets the same pay 
as the surgeon. A specialist may be whole-time 
in the service or part-time. If the latter, he is 
paid proportionately to the time he gives to hos- 
pital work but cannot be paid for more than 
9/11ths of full time. The pay for which, however, 
is 9!4/11ths of the full time salary. 

There is an interesting system of ‘merit”’ 
awards. A committee of very senior specialists 
has been set up to consider the professional 
standing of the hospital specialists. They have 
selected 3% in each specialty for a merit award 
A, 10% for merit award B, and 20% for merit 
award C. Those with a merit A award receive 
an addition which is nearly as much as the basic 
salary at its maximum (£2,500 a year for the 
award, £2,750 basic salary) and the total is more 
than the salary of a cabinet minister. Up to 
1948 the salary of a whole-time University Pro- 
fessor in a clinical subject was £2,500. A merit 
B award amounts to £1,500 and a C to £500. 
The above are the whole-time rates but the 
majority of specialists are part-time and also 
engage in private practice, and they get the 
appropriate proportion of the merit award. Most 
hospitals, even though they are now owned and 
maintained by the Government, have private 
beds and the patients in them can be charged 
fees by the specialists. The income tax regula- 
tions are weighted in favor of the part-time as 
compared with the whole-time doctor. All spe- 
cialists posts whether whole or part-time, are 
pensionable and give entitlement to 6 weeks 
paid annual holiday. 


PuBLIC HEALTH 


A few words will suffice to describe entrance 
to the public health service. By law, no one can 
be appointed medical officer of health (Health 
Officer) for a population of more than 50,000 
unless he possesses a Diploma in Public Health 
registered with the General Medical Council. 
The General Medical Council prescribes the cur- 
riculum which occupies one academic year and 
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inspects the examinations. It is unusual for an 
entrant to the public health service to have had 
less than 3 years general experience after grad- 
uation. This is generally spent in hospital posts. 
Experience is acquired in one or more of: com- 
municable diseases, obstetrics, paediatrics, tu- 
berculosis, venereal disease, etc. Often a post in 
pathology or bacteriology is included. Most try 
to get experience of general practice. 

The first few years after appointment to the 
health service are usually spent in maternity and 
child welfare and school health work, with such 
epidemiology and work in the environmental 
field, medical care programmes, etc., as come 
their way. Gradually, they acquire administra- 
tive experience and apply for posts as health 
officer of a small community. They work their 
way up the ladder of promotion and their final 
position depends on their ability, the impression 
they make on their colleagues and appointing 
committees and, to some extent, on luck. 

No post is ever filled by a political appointee. 
As vacancies occur, they are advertised and any 
attempt to bring non-professional or political 
influence to bear, disqualifies a candidate. No 
medical officer of health can be discharged with- 
out the consent of the Ministry of Health. All 
whole-time positions in the health service are 
pensionable and pension rights continue when a 
man transfers to any other post, national, uni- 
versity or local authority. 

Until the advent of the National Health Serv- 
ice, public health attracted good quality doc- 
tors though for some years there had been a 
tendency to recruit into it a number, particularly 
women, who were primarily interested in clinic 
work among children and had no desire to be- 
come health officers. In those days, as I have ex- 
plained, capital was needed to buy a general 
practice or to keep oneself and possibly one’s 
family for many years, while training for a clin- 
ical specialism on very small pay. Public health 
needed no capital beyond that necessary to ob- 
tain the Diploma in Public Health and a sal- 
aried appointment, sufficient for a married man, 


was obtainable within three years of graduation. 
The ultimate financial prospects also compared 
not unfavourably with those of general practice 
and of specialist practice also, if one excluded 
the few at the very top. The position has now 
changed and the good types who formerly went 
in for public health can now do almost as well, 
at the beginning, on the hospital side and have 
much better ultimate prospects than in public 
health. The long term effect of this remains to 
be seen. 


RELATIVE POSITIONS 


We are now, with this background, in a better 
position to consider the relative positions of the 
three great branches of medical work. Perhaps 
the first thing I should do is to quote from the 
recent report of a committee of the British Med- 
ical Association on ‘‘General Practice and the 
Training of the General Practitioner” (1). Its 
Chairman was Sir Henry Cohen, M.D., F.R. 
C.P. ‘‘The Committee considers that the tra- 
ditional distinction in status and prestige be- 
tween general practice on the one hand and any 
and every specialty on the other is* wrong. 
The adequate pursuit of many specialties re- 
quires no higher ability, industry, zeal and per- 
sonality than general practice; indeed, some re- 
quire less.” 

Again, this Committee says, “‘General practice 
demands a study of “the whole man.” It is a 
special branch of practice with functions which 
in their entirety bring ultimately to the indi- 
vidual patient the benefit of the resources of all 
the specialties.” 

There has been with us criticism of the train- 
ing of undergraduates in that it is almost, if not 
entirely, in the hands of specialists, that there is 
undue emphasis on the diagnosis of rarer types 
of disease and that the common ailments of 
children and the aged which form much of the 
work of a general practice receive scant atten- 
tion. To rectify this some schools arrange for 
general practitioners to give a few lectures to 
the students and the University of Edinburgh has 
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a general practice attached to the school. With 
us, a man, accustomed as an interne or assistant 
resident, to have at his back efficient patho- 
logical and X-ray departments, feels completely 
at sea when he enters general practice and has 
to rely almost entirely on what he can see, hear, 
and feel. 

Efforts are being made to ensure that patients 
can have ready access to hospital out-patient de- 
partments but all parts of the country are not 
yet covered for this purpose. Any practitioner 
can send his patients to the out-patient depart- 
ment of a hospital and will receive a full report 
but some hospitals still have a rule that the 
laboratory and X-ray services can only be used 
on the order of one of their own staff. 

Dr. Joseph S. Collings (2) in a recent report 
on general practice in England today examined 
practices in (a) industrial areas (b) urban areas 
and (c) rural areas. He found much that was un- 
satisfactory. He said, ‘‘General practice is now 
worse in close proximity to large hospital and 
clinical centres and improves in both scope and 
quality almost in proportion to the distance 
away from those centres” and “Rural practice 
represents the last outpost of real family doctor- 
ing.” He refers to the emphasis given in the new 
National Health Act to hospital and specialist 
services. We have in Britain many small Cottage 
Hospitals staffed by the local general practi- 
tioners but with visiting specialists on call. A 
certain amount of surgery was done in them by 
men who were primarily general practitioners 
but who had a diploma in surgery. Until fairly 
recently a man in general practice could develop 
a special interest in some branch of work, ob- 
tain the necessary academic qualifications, secure 
a position on the visiting staff of his local hos- 
pital, ultimately give up i.e. sell, his general 
practice and confine himself to specialist and 
consulting work. With the new uniform system 
of advertising vacancies for specialists and the 
selection being made by committees containing 
outside senior men, such posts are now almost 
universally filled by young men who have been 


trained at teaching schools and have never been 
in general practice. As Collings says: ‘“The G.P. 
Surgeon is the Chief Target in what I can term 
the “attack” on general practice and there is a 
tendency to extend the attack against him into 
other provinces of the G.P.’s activities.” He refers 
also to the growth of specialisms involving whole 
age groups: paediatrics within the last 20 years 
and now geriatrics. 

He says “The current growth of paediatrics 
and geriatrics represents another attempt to com- 
pensate for deficiencies in general practice in 
terms of more specialist and hospital care. This 
trend has been going on for a long time, but, if 
it continues it is bound to result in. . .ultimately, 
the elimination of the general practitioner as a 
responsible person.’”’ Collings has dealt faithfully, 
some think too faithfully and dispute his data, 
with the unsatisfactory trends in general prac- 
tice. He is careful, however, to point out that 
these defects existed before the National Health 
Service Act “which has done nothing imme- 
diately or directly to disturb the structure of 
general practice.” In fact, the new provision 
by which a general practitioner can call out a 
specialist to see a patient at home does tend to 
bring G.P.’s and specialists into closer contact. 

All who give thought to the problems of gen- 
eral practice, whether laymen, specialists, public 
health people or general practitioners themselves 
really believe that the concept of the family 
doctor, for the general care of the health of the 
whole family, must be our aim. But he must 
have behind him the advice of specialists of all 
kinds including the public health specialist. Such, 
indeed, is the theory of the British National 
Health Service but, mainly as a result of trends 
which have developed over the years, and which 
tend, for various reasons, to sidetrack the gen- 
eral practitioner, he seems to be losing his proper 
place. This is an age of increasing specialism and 
of increasing knowledge of the public about med- 
ical matters. If they, or their relations, are seri- 
ously ill they are not satisfied unless they see a 
specialist. 














In Britain a specialist will not see a patient 
privately unless he is introduced by a general 
practitioner and an increasing number of hospitals 
will not admit anyone to their out-patient clinics 
unless they bring a note from their own doctor. 
If the illness is alleged to be urgent, the patient 
is seen in the casualty department and the case 
admitted or referred to his own doctor after 
first aid treatment as the case requires. Every 
effort is being made to associate general prac- 
titioners with hospital work. Sometimes, a Hos- 
pital Board will attempt to close a G.P. hospi- 
tal, but it always meets with such strenuous 
opposition that further attempts are unlikely. 

The Department of Health for Scotland has 
just published a report (3) entitled “The Gen- 
eral Practitioner and the Hospital Service” which 
recommends: ‘““The increased employment of gen- 
eral practitioners as members of hospital staffs 
must be viewed in terms of a recasting of the 
staffing structure as a whole. The new structure 
should envisage an establishment embracing doc- 
tors wholly engaged in specialist practice, doctors 
wholly engaged in training for specialist practice, 
doctors engaged partly in general and partly in 
specialist practice, and house officers (internes).”’ 
This, if adopted, will correct the recent tendency 
to bar the way from general to specialist prac- 
tice. An interesting series of articles on how men 
a generation ago found their way into various 
types of practice may be read in the last Educa- 
tion number of the British Medical Journal (4). 
Because of the general feeling that all is not well 
with general practice the Central Health Services 
Council has set up a Committee, of which I am 
a member, on “General Practice” with a view 
to examining the whole problem and endeavour- 
ing to re-instate the general practitioner as the 
backbone of the medical services of the country 
and ensure that he has proper facilities for carry- 
ing on his work. 

More and more attention is being given to 
means by which a G.P.’s knowledge may be kept 
up to date, by refresher courses, paid for by the 
Government, regular ward rounds at local hos- 
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pitals, etc. Despite the report of the “Spens 
Committee” (5) on the remuneration of general 
practitioners which emphasised the importance 
of improving financial “prospects in general prac- 
tice in order to render this branch of medicine 
sufficiently attractive to prevent all the abler 
men endeavouring to enter specialist practice,” 
it is only within the past few weeks that, as a 
result of arbitration, the remuneration of general 
practitioners has reached a reasonable level and, 
even now, specialism offers glittering prizes for 
the chosen few. 

A recent trouble we have had in the hospital 
service has been due to the fact that at the time 
the scheme began there were in office a large 
number of “residents” and “assistant residents.” 
Many were ‘“‘veterans” taking advantage of the 
Government’s post war training scheme. It was 
soon realized that many more were being trained 
as specialists than the country could afford to 
pay for as specialists in the national hospital 
service or even than the patients needed. This 
is despite the fact that the total number of spe- 
cialist posts has increased greatly since 1948. 
A somewhat drastic ‘weeding out” of the “‘resi- 
dents” is in progress so as to match the number 
of trainees more nearly with the number of 
probable vacancies for specialists in the next 
few years. 

With regard to public health, the relationship 
of public health officers to both general practi- 
tioners and specialists is good. In many ways the 
health officers act as the bridge between them- 
selves and other departments and the other two 
branches of the service—the general practitioners 
and the hospital service. British health depart- 
ments have closer contact with the treatment 
services than in this country; possibly because 
for many years they administered hospital serv- 
ices and provided treatment for school children. 
They still provide ambulance services for the 
hospitals; a domiciliary midwifery scheme, a 
home bedside nursing service, a domestic help 
service and general after care services. 

It is recognised that the time is coming when 
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the general practitioner service will take over 
some of the clinic work now done by whole-time 
assistant health officers. A section of the National 
Health Service Act requires local Health Depart- 
ments to provide “Health Centres” where a 
group of say six doctors will be provided with 
accommodation and with nursing and secretarial 
assistance. The G.P.s will receive capitation fees 
according to the number on their lists and will 
pay a small rent to the Health Department for 
the accommodation and the services provided. 
The usual clinic services for infants and school 
children will be accommodated separately in the 
same building and it is expected that say two of 
the six doctors will be specially interested in 
obstetrics, do the midwifery of the neighbour- 
hood and take the pre-natal clinics; another two 
would be interested in paediatrics and would 
take the infant welfare clinics and do the inspec- 
tions of school children. Several Health Centres 
on these lines are about to be opened, one in 
London. 

But health centres containing group practices 
are in the experimental stage and we are feeling 
our way. One new centre at Corby which is at 
some distance from a hospital is to concentrate 
on providing in the building from which the 
doctors practice, first class diagnostic facilities. 
Also, specialists will attend periodically. Health 
officers are taking a close interest in these experi- 
ments. 

To some extent, the work of Health Officers 
is contracting but in others expanding. They have 
plenty of scope if they study the disease patterns 
in their locality and remember that with the 
advance of medical knowledge further preventive 
measures will, undoubtedly, be discovered and 
can be applied. Even now, “after care’’ offers a 
wide scope, e.g. in Cardiff a scheme has been 
running successfully for some time under which 
public health nurses in co-operation with the 
general practitioners and hospital specialists su- 
pervise in their homes cases of diabetes and of 
gastric and duodenal ulcer. It should be an axiom 
that no highly and expensively trained person 


should spend his time on duties which can be 
done equally well by someone with less, but ade- 
quate, training. Health Departments can help 
to relieve the load on doctors by health educa- 
tion and, as mentioned earlier, by providing 
nursing and clerical assistance at Health Centres. 


CONCLUSIONS AND SUMMARY 


Let me now try briefly to sum up: 

(1) Everyone in Britain pays at least lip serv- 
ice to the key value of the general practitioner. 

(2) His functions tend to be curtailed and his 
status lowered. This trend has been there for 
many years and we are anxious to re-instate him 
to his former position. This is probably the out- 
standing problem in British medicine. It is not 
caused by the new National Health Service. Its 
roots go much deeper, but the existence of the 
Service has focussed attention on it. 

(3) The conditions under which many general 
practitioners work are unsatisfactory. 

(4) Medical practice is often the least satis- 
factory in the neighbourhood of a great hospital. 

(5) This is because many of his patients in- 
sist on going, or being sent to, the hospital and 
the general practitioner tends to lose touch with 
his serious cases. Newspaper publicity about hos- 
pitals and specialists undermines faith in the 
competence of the G.P. 

(6) Giving access of the G P. to his patients 
while in hospital is not an adequate answer. Full 
reports to the G.P. about his patients are essen- 
tial. But even this is not enough. The G.P. must 
be given some definite place in the hospital 
hierarchy. 

(7) Definite schemes for keeping the knowl- 
edge of a G.P. up to date by refresher courses of 
various kinds are essential. 

(8) What practitioners most need in Britain is 
more leisure to enable them to keep up to date. 
The recent substantial increase in their remunera- 
tion will help in this, as a man need not have so 
many on his list to earn a reasonable living. 

(9) Group practice is being developed, where 
up to six doctors work in partnership. In some 

















cases accommodation and clerical and nursing 
help are provided for a small charge by Health 
Departments. 

(10) General practitioner hospitals are ad- 
vocated as adjuncts of hospitals staffed by spe- 
cialists. 

(11) The specialists in the British service have 
little of which to complain. Some, in other 
branches of medical work, indeed, say they are 
the pampered section. 

(12) G.P.s can now get a visit of a specialist 
to a patient’s home under the State service. This 
tends to bring G.P.s and specialists closer to- 
gether. 
(13) The public health service, still with mul- 
tifarious duties, is linked with both the G.P. and 
specialist services. The cost of hospital services 
to the public purse is crippling and increasing 
attention must be paid to prevention of illness 
and treating as many as possible at home. 

(14) The G.P. paid on a capitation basis re- 
gards the health officer as a close ally; supports 
all measures of prevention and gladly avails him- 
self of the nursing and other services which the 
Health Department supplies. 

I have touched only lightly or not at all on 
some of the problems which beset us. There is an 
earnest desire to make the new scheme, which is 
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still very new and more costly than most people 
expected, prove of real benefit to our patients, 
without doing any real harm to the profession 
of medicine. The leaders of all branches of the 
profession are closely associated with the ad- 
ministration of the scheme and through the Cen- 
tral Health Services Council have direct access 
to the Minister and, through its annual reports, 
to the public. Fortunately, no branch of the pro- 
fession is trying to better itself at the expense 
of another. Through the British Medical Asso- 
ciation, balanced decisions can be reached when 
different interests appear to be in conflict. Every- 
one now is alive to the importance of raising the 
status of the G.P., and this is, perhaps, the great- 
est and most difficult problem now facing us. 
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CLINICAL HISTORY 


This patient was a 24 year old porter who was 
admitted to the University Hospital on January 
6, 1950, with complaints of drowsiness and dis- 
turbances of vision. His illness is said to have 
started in September, 1949, when he became so 
sleepy that he could not work efficiently. Sleepi- 
ness came on at any time and persisted until his 
admission to the hospital. He stopped work about 
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December 29, 1949, and at the same time began 
to vomit and complain of blurring of his vision in 
one eye. Nocturia was described for about two 
months, and his appetite had been failing for the 
same time. 

The past history was negative with the excep- 
tion of the recognition of hypertension in 1942, 
when he was refused admission to the Army. 
There was no history of tonsillitis, scarlet fever, 
or urinary tract infection. 

Physical examination was recorded as follows: 
The patient is a well developed, slightly under- 
nourished Negro male of 24, who is lying flat in 
bed in a lethargic state. He responds sluggishly to 
questioning, but dozes off during examination. 
The breath is foul, but there is no odor of am- 
monia. The skin is dry and turgor is poor. There 
is no striking evidence of weight loss and muscu- 
lar development is good. There is no lymph- 
adenopathy. The hair and scalp are negative. The 
pupils react and ocular movements are normal. 
There is slight periorbital edema. Ophthalmo- 
scopic examination reveals normal nerve heads. 
The retinal arteries are markedly tortuous and 
constricted, with many flame shaped hemor- 
rhages of varying sizes. There are a number of 
scattered yellowish to white fluffy exudates. The 
nasal septum is in the midline. The sinuses 
transilluminate well. The oral mucous mem- 
branes are dry. The teeth are stained, there is 
moderate pyorrhea. The tonsils are small. The 
trachea is in the midline. The thyroid is not 
palpable and there is no cervical adenopathy. 
The chest expands well and respiratory rate and 
rhythm are normal. The lungs are resonant, and 
breath sounds are vesicular. A moderate number 
of medium rales are audible over both lower 
lobes. The cardiac outline is normal. The sounds 
are regular with rate of 100. There is a gallop at 
the apex and the first sound is followed by a 
systolic murmur which is not transmitted. The 
second aortic sound is accentuated and split. 
Blood pressure is 260/160. The abdomen is soft. 
The liver edge is palpable about one inch below 
the costal margin. The kidneys and spleen can- 


not be felt. Genitalia are normal and rectal ex- 
amination is negative with a small, non-tender 
prostate gland. The extremities are negative 
with no evident thickening of peripheral arteries. 

Throughout his stay in the hospital, the pa- 
tient’s urine showed constant specific gravity 
varying between 1.010 and 1.012. Large amounts 
of protein were present in all specimens, esti- 
mated at 8 grams per liter. Microscopic hema- 
turia was present in half the specimens examined. 
Hyaline and granular casts were also described. 
The stool contained a trace of blood on chemical 
examination. Phenolsulfonphthalein excretion 
was less than 5% in one hour. Hemoglobin was 
10.8 gm. or 76%. The leukocyte count was 
8,100 with a normal differential formula. 

On the morning after admission, blood urea 
nitrogen was 150 mgm. Blood sugar was 88 
mgm. and the CO, combining power was 49 vol. 
per cent, or 22 mEq. per liter. The serum 
chloride was 76.mEq. The plasma protein was 
normal. On January 10, 1950 the blood urea 
nitrogen had risen to 164 mgm. and the serum 
chloride was further depressed to 63 mEq. The 
blood CO, combining power had risen to 58 vol. 
per cent, probably because of continued vomit- 
ing. 

After intravenous administration of sodium 
chloride and glucose, the blood urea nitrogen 
fell to 170 mgm., but later rose to 188, and 
terminally to 260 mgm. The serum sodium, which 
was depressed to 109 mEq. on January 12, rose 
to 123 on January 21. However, the serum potas- 
sium, which was 3 mEq. on January 10, rose 
terminally to 6.9 on January 21. 

X-ray of the chest, which was taken on 
January 6, 1950, was normal. There was no 
demonstrable cardiac enlargement. The electro- 
cardiogram showed some _ nonspecific abnor- 
malities including depression and arching of 
the ST segment in Lead 2, with late inversion 
of the T waves in Leads 1, 2 and 3. 

The patient continued to go downhill in spite 
of therapy. An attempt was made to give him 
the so-called Kempner rice. fruit, sugar diet, 

















but this was not tolerated because of continued 
vomiting. Intravenous feeding with glucose was 
continued until death with efforts at correcting 
uremia and electrolyte balance by administra- 
tion of sodium chloride. The patient died on 
January 23, 1950 at 4:30 A.M., after continued 
stupor developing into coma. Terminally, uremic 
frost was observed. 

Dr. T. NELSON Carey: The patient whom we 
are to discuss this morning does not present a 
very obscure clinical picture but serves quite 
well as a teaching problem. 

The man was a Negro of twenty-four who was 
admitted to the University Hospital, January 6, 
1950 and died January 23. He was a porter and 
at the time of admission complained of drowsi- 
ness with some disturbance of vision. 

I believe that we all agree that this patient 
was uremic and that he died of that abnormality. 
Uremia may be defined as a symptom complex 
or syndrome which arises from retention within 
the body of those constituents which are nor- 
mally excreted in the urine. For years there 
have been many attempts to explain the uremic 
state. It is obviously not caused by retention of 
urea, as this material is almost completely harm- 
less. Some uremic patients are ill because of acid 
retention, though this man was not acidotic. 
Acidosis, when present, is caused by retention of 
acid phosphate. Usually the uremic individual 
tolerates acidosis quite well, even though it pro- 
duces the type of dyspnea known as Kussmaul 
breathing. During the last seven or eight years 
since the chemistry of potassium has been more 
closely followed, it has been learned that the 
uremic individual commonly has elevation of 
this element in his blood plasma, and that potas- 
sium retention may be an important factor. 

Actually, however, the picture of uremia is 
probably caused by a mixture of measurable ab- 
normalities and others that cannot be directly 
determined. Anemia may be an important side 
effect, as the uremic state depresses the bone 
marrow’s ability to manufacture blood. 

In attempting to come to a conclusion as to 
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the cause of our patient’s uremic state, several 
causes of nitrogen retention may be dismissed 
without difficulty. The so-called prerenal azo- 
temia associated with pyloric obstruction and 
vomiting, the nitrogen retention following gas- 
trointestinal hemorrhage, the so-called lower 
nephron nephrosis that is associated with shock, 
transfusion reactions, and bichloride poisoning 
all may be dismissed without discussion. Another 
very important group of diseases of the kidney 
that may be associated with uremia and oc- 
casionally with hypertension are those in which 
the lower urinary passages are obstructed, 
either as high as the kidney pelvis or as low as 
the urethra. This group may be called the ‘‘ob- 
structive uropathies.” It is a most important 
group of diseases because the relief of obstruc- 
tion may either improve or cure the illness. 
Ureteral stones, prostatic hypertrophy, ureteral 
obstruction by carcinoma in the female, must 
all be considered and proper studies instituted. 
Cystoscopic examination and retrograde pye- 
lography was not done on our patient, though 
I doubt very much if any pathology would have 
been discovered. 

I believe that we may narrow our search down 
to uremia that is characterized by disease of the 
kidney itself. A number of these can be ruled out 
without much discussion. Pyelonephritis is a 
common cause of uremia. It is most important 
because it is preventable in its early stages. It 
is characterized, of course, by infection and ob- 
struction of the kidney pelvis and ureters. It is 
occasionally associated with hypertension. Al- 
most always the microscopic urine examination 
shows polymorphonuclear leukocytes. It is more 
common in women than in men. I believe that 
our patient showed very little to suggest this 
disease, as the microscopic examination of his 
urine did not demonstrate pus, and there is 
nothing to suggest obstruction of urine flow. 

Polycystic disease of the kidneys usually be- 
comes evident at the age of fifty or fifty-five. As 
a rule, the kidneys are quite large and easily 
palpable. 
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Diseases of the kidney such as tuberculosis, 
multiple infarction, and amyloid can cause 
uremia, but almost invariably the blood pressure 
is quite low and I believe that they may be 
eliminated from serious consideration. 

I believe that we must narrow our differential 
diagnostic discussion to the differentiation of 
glomerular nephritis and malignant hyperten- 
sion or arteriolar sclerosis. The choice is a very 
difficult one to make satisfactorily, as at the end 
of the patient’s course, the pictures may be 
identical. 

You will remember that the physical examina- 
tion described edema of the orbits in spite of 
vomiting and dehydration. This and the large 
amount of protein in the urine tempts me to 
suggest glomerular nephritis. We know that the 
precipitating streptococcal infection may be for- 
gotten in the patient’s past history, and we also 
know that uremia is more usually the end result 
of glomerular nephritis than it is of hypertension 
as such. 

Actually, any attempt at differentiation of 
these two diseases in the terminal state is of 
purely academic interest. Terminal uremia from 
either cause cannot be cured. There is also very 
serious doubt that recognition of the illness 
several years before would have allowed it to be 
treated in a reversible state. During the past few 
years total adrenalectomy has been attempted 
on patients with malignant essential hyperten- 
sion, and some are said to be benefited decidedly, 
even though they accept the inevitable Addison’s 
Disease. 

In coming to a definite diagnosis, I must con- 
fess to the audience that I discussed this patient 
once before in a Clinical Pathological Conference 
for the Senior class of the University of Mary- 


land School of Medicine. At that time I made a 


diagnosis of chronic glomerular nephritis with 
uremia. I now know that that was a wrong diag- 
nosis, but in the interest of consistency I must 
make it again. Dr. Gardner Warner will tell you 


the proper diagnosis and discuss the picture for 
you. 

Dr. C. GARDNER WARNER: Anatomical Diag- 
nosis: Arteriolar nephrosclerosis, necrotizing; 
diffuse hyperplastic arteriolar sclerosis; left 
ventricular hypertrophy; focal myocardial fi- 
brosis; fatty degeneration, myocardium; seri- 
fibrinous pericarditis; pulmonary edema. 

The body is that of a well developed, well 
nourished, young colored male. External ex- 
amination shows little of note. The peritoneal 
cavity contains no excess free fluid. The liver is 
somewhat enlarged. The other abdominal viscera 
are normally disposed. About 200 cc. of serous 
fluid are seen in each pleural cavity. Old fibrous 
adhesions are found between the upper lobe of 
the right lung and the chest wall. The peri- 
cardial sac is distended; it contains about 500 cc. 
of yellowish fluid. The epicardium is dulled by 
fine strands of fibrin. The heart weighs 600 gm. 
The wall of the right ventricle measures 5mm. in 
thickness and that of the left ventricle 22 mm. in 
thickness. The valves appear normal. Beneath 
the mural endocardium yellowish flecks charac- 
teristic of fatty degeneration are noted. 

The kidneys, right and left, weigh respectively 
150 and 200 grams. The capsules are slightly ad- 
herent and the cortical surfaces are somewhat 
granular. Small areas of hemorrhage are seen be- 
neath the capsules and in the cortices of both 
kidneys. The principal histologic changes in the 
kidneys are those observed in the arterioles. The 
walls of the afferent glomerular capillaries are 
quite thick; they are acidophilic and smudgy in 
appearance. Similar focal changes are noted in 
the capillaries of the glomerular tufts. Hemor- 
rhage is seen in some of the subcapsular spaces. 
Some of the tubules are atrophic and collapsed; 
others are dilated and contain hyalin and red cell 
casts. The arterioles in other organs, notably the 
pancreas, show changes similar to those seen in 
the kidneys. 

This is a case of primary or essential hyper- 
tension. 








ee we owe 
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DISCUSSION 


Primary or essential hypertension has been so 
called because there seems to be no proven pri- 
mary lesion. It has been clinically divided into 
benign and malignant types on the basis of dura- 
tion and rapidity of progression. For a long time, 
it has been recognized that renal arteriolar 
sclerosis is an almost constant post mortem find- 
ing in essential hypertension. The arteriolar 
sclerosis is often, but not always, a generalized 
change. It is seen in the spleen, pancreas, ad- 
renals, brain and heart, but it is only in the 
kidneys that this hyperplastic arteriolar thick- 
ening and hypertension seem to have a close 
correlation. There is still some uncertainty as to 
whether it be a cause or effect relationship. 

The importance of renal vascular changes in 
hypertension have been pointed out and empha- 
sized by Goldblatt and others, who have demon- 
strated that ischemic renal tissue releases a 
pressor substance into the circulation, which by 
its constrictive action on peripheral vessels, pro- 
duces hypertension. 

Whether the process is benign or malignant, 
it seems that the pathogenesis is fundamentally 
the same. The malignant form occurs particularly 
in young adults, especially the Negro male, as 


in this case. It is more rapidly progressive and 
has severer lesions, but follows the same pattern 
of arteriolar nephrosclerosis and cardiac hyper- 
trophy, with renal, rather than cardiac failure. 
Pathologically, the malignant variety is charac- 
terized by a smudgy hyalin necrosis of small 
arteries and afferent glomerular arterioles, with 
small hemorrhages from severely damaged ves- 
sels. This necrotizing arteriolitis may produce 
some inflammatory cellular response. It may 
extend and involve glomerular capillaries with 
hyalin thrombosis or capsular hemorrhages. The 
pathologic findings may be modified somewhat 
when a benign hypertension has a superimposed 
malignant terminal phase. In the latter case, 
varying chronic changes, with hyalinization, 
glomerular atrophy and tubular collapse are 
present, in addition to the patchy necrotizing 
arteriolitis and hemorrhage. 

In the case under consideration, such must be 
the final conclusion. The eight year history of 
hypertension, a 600 gm. heart, widespread hyper- 
plastic arteriolar changes, granular kidneys with 
chronic glomerular and tubular changes, make 
the process one of relatively slow evolution. 

The case is therefore one of benign essential 
hypertension and nephrosclerosis with a terminal 
malignant phase and death by renal failure. 
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ANNE ARUNDEL COUNTY 
MEDICAL SOCIETY 


GEORGE C. BASIL, M.D. 


Journal Representative 


The following were recommended for the County 
Medical coroner: E. G. Linhardt, M.D.; G. H. 
Faubert, M.D.; and M. W. Alden, M.D. 

Since the last meeting of the Anne Arundel County 
Medical Society the most important news has been 
the inauguration of the processes starting the new 
wing to the Anne Arundel General Hospital. 

Ground-breaking ceremonies marking the begin- 
ning of construction on the new $1,500,000 Baldwin 
Memorial Wing of the Anne Arundel General Hos- 
pital were witnessed by more than 100 persons on 
Thursday, November 6, 1952, on the hospital 
grounds. 

The 60 minute program, which got underway 
shortly before 2:30 P.M., was culminated with the 
actual breaking of the sod by Summerfield Baldwin, 
Jr., who three years ago set the wheels in motion to 
raise a building fund for the new wing by donating 
$375,000 to the cause. 

At the outset of the activities the hospital fund 
was enriched by $1,500 when Vaughan B. Mantor, 
a representative of the Farm Bureau Insurance Com- 


pany, presented a check for that amount on behalf 


of his firm. 


CALVERT COUNTY MEDICAL 
SOCIETY 


PAGE C. JETT, M.D. 


Journal Representative 


At a meeting of the Calvert County Medical 
Society on November 11, 1952, the following officers 
were elected for the new year: President, Dr. Hugh 
W. Ward; Vice-President, Dr. George J. Weems; 
Secretary-Treasurer, Dr. Page C. Jett; Delegate, Dr. 
George J. Weems; Alternate, Dr. R. de Villarreal. 
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DORCHESTER COUNTY 
MEDICAL SOCIETY 


WALTER B. JOHNSON, M.D. 
Journal Representative 


The Dorchester County Medical Society has been 
holding its monthly meetings in the homes of the 
various members, following alphabetical order, and 
a very good attendance has resulted from this ar- 
rangement. 

The past few months four new members have 
become affiliated with this society—one by applica- 
tion and three others by transfers from other compo- 
nent societies. They are as follows: Dr. George 
Parton, Jr., graduate Cornell University, Medical 
College 1945, General Medicine; Dr. Robert Red- 
dick, graduate of Hahnemann Medical College 1937, 
Senior Psychiatrist, Eastern Shore State Hospital; 
Dr. Elizabeth Winiarz, graduate of Poznan Medical 
College, Poland, Psychiatrist for Mental Hygiene 
Clinics; and Dr. Witold V. Winiarz, graduate of 
University of Lwow, Poland, Physician—FEastern 
Shore State Hospital. 

At the meetings in 1952, guest speakers from 
Baltimore spoke on five occasions, two moving pic- 
tures were shown, two strictly business meetings and 
one summer social function were held. In June and 
July no meetings were scheduled. 

The election of officers for 1953 will be held at the 
Annual Meeting in December and their names are 
not yet available for publication. A report of the 
results of this election will be forwarded in January. 


QUEEN ANNE’S COUNTY 
MEDICAL SOCIETY 


C. RODNEY LAYTON, M.D. 
Secretary 


The Annual Meeting of the Queen Anne’s County 
Medical Association was held November 20, 1952, 
and the following officers were elected to serve 
from January 1, 1953 to January 1, 1954: President, 
Dr. Theodor Sattelmaier; Vice-President, Dr. C. 
Rodney Layton; Secretary-Treasurer, Dr. Frederick 
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T. Shepherd; Censor, Dr. H. F. McPherson; Delegate, 
Dr. Norman S. Dudley; Alternate Delegate, Dr. W. 
H. Fisher. 


WASHINGTON COUNTY 
MEDICAL SOCIETY 
E. F. POOLE, M.D. 
Secretary 


The Washington County Medical Society held its 
meeting on October 23, 1952. ‘‘Treatment of Ane- 


* * * 


mia” was the address given by Dr. C. Lockard 
Conley, M.D., Associate Professor of Medicine, The 
Johns Hopkins University Medical School. 

Dr. Newland E. Day presented a talk regarding 
“Contributions to the American Medical Education 
Foundation.” Dr. Day is the Chairman of this Com- 
mittee for the Medical and Chirurgical Faculty. 

The following officers were elected for 1953: Presi- 
dent, Ira L. Houghton; Vice-President, A. R. Cohen; 
Secretary-Treasurer, E. F. Poole; Member Board of 
Censors, L. H. Brumback. 


* * 


BALTIMORE CITY MEDICAL SOCIETY 


WETHERBEE Fort, M.D., President 


Epwarp F. Correr, M.D., Secretary 


1211 Cathedral Street 
Friday, February 20, 1953, 8:30 p.m. 


SYMPOSIUM ON DIABETES 


Participants 
General Management. J. Sheldon Eastland, M.D. 
Diabetic Neuropathies. Frank R. Ford, M.D. (By invitation.) 
Juvenile Diabetes. Harriet G. Guild, M.D. (By invitation.) 
Peripheral Vascular Disturbances. George H. Yeager, M.D. 
Diabetic Emergencies; Pre and Postoperative Treatment. Benjamin F. Jones, M.D. 


Question period 


oe + & « 


SURGICAL SECTION 
BALTIMORE CITY MEDICAL SOCIETY 


DANIEL J. Pessacno, M.D., Chairman 


E. RopDERICK SHIPLEY, M.D., Secretary 


Thursday, February 19, 1953, 8:30 p.m., Mercy Hospital 


An interesting scientific program will be presented by the Surgical Staff of the Mercy Hospital. 
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THE WALTER RALPH STEINER MEMORIAL COLLECTION 


Walter Ralph Steiner was born in Frederick 
County, Maryland, on November 18, 1870, and died 
at Hartford, Connecticut, on November 4, 1942. His 
father, Dr. Lewis Henry Steiner, received his M.D. 
from the University of Pennsylvania in 1849 and 
practiced his profession in Frederick until 1861, when 
he abandoned the strenuous life of a practitioner for 
the teaching of chemistry and pharmacy. Dr. Lewis 
Steiner was an active participant in the affairs of 
medicine, education, politics and sanitation in the 
State of Maryland. He served as President of the 
Frederick County School Board and was an active 
member of the Medical and Chirurgical Faculty, 
delivering the annual oration in the years of 1856 
and 1874. His interest in politics was shown by the 
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twelve years (1871 to 1883) that he spent in the 
State Senate. During the Civil War, he was the 
Chief Inspector of the United States Sanitary Com- 
mission of the Army of the Potomac. He ended his 
brilliant career as the first Librarian of the Enoch 
Pratt Free Library in Baltimore (1884 to 1892). 
Thus it was that the career of Lewis Henry Steiner 
served to exert a lasting influence upon his son. 
Walter Steiner received his early education from 
private tutors, the Frederick Academy and the Uni- 
versity School of Baltimore. In 1892, he received his 
B.A. degree from Yale University. The next six 
years were spent at Johns Hopkins University doing 
graduate work in chemistry, biology and medicine 
and receiving his medical degree in 1898. After 
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graduation, he served as a house officer under Osler, 
Halsted and Kelly; and, concluding this service in 
1900, he moved to Hartford, Connecticut, to begin 
his practice. 

Dr. Walter Steiner not only followed his father in 
his profession but also in his love of books; and 
because of this, his avocations were centered around 
the printed page. His non-medical library, containing 
valuable collections on Nathan Hale, John Paul 
Jones, Hawaiian literature and prison life during 
the Civil War, was given where it would serve the 
most need. His private collection of medical books, 
which were presented to our library, comprises ap- 
proximately 3,000 volumes and represents his. in- 
terest in medicine and medical history for a period 
of over forty years. This collection, known as the 
Walter Ralph Steiner Memorial Collection, contains 
many rare items—a first edition of Religio Medici; 
The Gold Headed Cane; Laurentius, Andreas, Historia 
Anatomica Humani Cor poris et Singularum Ejus Par- 
tium Multis Controveristis et Observationibus Novis 
Illustrata; a set of reprints by Dr. Lewis Steiner and 
many quaint pamphlets, particularly those relating 
to the Elisha Perkin’s Metallic Tractors, which are 
choice items in our collection of Early American 
Medicine. 

Not only was Dr. Steiner an enthusiastic book col- 
lector but he also was one of the eminent writers of 
his day. His contributions to medical literature fall 
into two groups: historical and clinical studies. He 
considered his historical studies the most important 
of his writings. His first historical paper, A Contribu- 
tion to the History of Medicine in the Province of 
Maryland, was published in the Johns Hopkins Hos- 
pital Bulletin in 1902. In each of the historical 
studies, a wide knowledge of the subject and the 
period is evident. In his clinical papers, the first of 
which was published in 1900, he frequently attempts 
to point out new methods or new diseases of sig- 
nificance to the local physicians. His scientific articles 
reflect careful observation, knowledge of the litera- 
ture and mature judgment. 

Dr. Steiner found the time to care for a large 
private practice, to serve as consultant to many 
hospitals and to serve in an official capacity for 
many of the medical associations, both local and 
national. His leadership will be long remembered by 
the many interns and physicians, who were asso- 
ciated with this prominent man. During World War 
I, he was Chairman of the Hartford Medical Ad- 
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visory Board; and, under his brilliant leadership, the 
Board was very effective and successful. 

Following the example of his father, who had been 
the first Librarian of the Enoch Pratt Free Library 
in Baltimore, Dr. Steiner devoted himself to the 
Hartford Medical Society Library, serving as its 
Librarian from 1903 until 1941. It was during these 
years that the facilities of the library were so mod- 
ernized and enlarged that it became known as an 
outstanding medical society library. When the So- 
ciety hung his portrait in the reading room and 
gave his name to the Library, it was universally ac- 
claimed as a fitting memorial to one who had done 
much for the institution. His eminence as a librarian 
was further shown by his election to the Presidency 
of the Medical Library Association in 1931. 

As an active participant in the work of historians, 
he was a member of the Maryland Historical Society, 
the Virginia Historical Society, the Connecticut His- 
torical Society, the Charaka Club, the American As- 
sociation of the History of Medicine and the Beau- 
mont Medical Club. To each of these organizations, 
he contributed noteworthy papers. 

He has been described as a quiet, unassuming 
man, who persuaded by reason rather than by ora- 
tory and who was saturated with the love of books; 
yet a genuine disciple of Hippocrates with true 
sympathy and understanding for the sufferers who 
came under his care. ; 

Dr. Walter Ralph Steiner left his medical books to 
the Medical and Chirurgical Faculty Library; and 
made the Faculty the residuary legatee of his estate, 
as a memorial to his father, Dr. Lewis H. Steiner of 
Frederick and Baltimore. This “trust fund was to be 
known and designated as the Lewis Henry Steiner 
Fund, the income from said fund to be used and 
applied by said corporation in perpetuity for the 
purchase of medical periodicals and of books and 
monographs dealing with special branches of medi- 
cine or surgery.” 

All books from the private collection of Dr. Walter 
Ralph Steiner have a specially designed bookplate. 
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RECENT PUBLICATIONS BY FACULTY MEMBERS 


Abeshouse, B. S., and Ruben, M. E., Prostatic and peri- 
prostatic phlebography, J. Urol. 68: 640-646, Sep- 
tember 1952 

Abeshouse, B. S., and Tankin, L. H., Retrocaval ureter, 
Am. J. Surg. 84: 383-393, October 1952 

Allan, W. B., The Benefit of respiratory exercises in the 
emphysematous patient, Am. J. M. Sc. 224: 320- 
323, September 1952 

Austrian, Robert, Observations on the transformation of 
pneumococcus in vivo, Bull. Johns Hopkins Hosp. 
91: 189-196, September 1952 

Bachs, Agustin, and Walker, A. E., Surgical clinic on 
hydrocephalus, S. Clin. North America 32: 1347- 
1361, October 1952 

Bahnson, H. T., Coarctation of the aorta and anomalies 
of the aortic arch, S. Clin. North America 32: 1313- 
1326, October 1952 

Baldwin, David, Robinson, P. K., and Lilienthal, J. L., 
Jr., Interrelations of magnesium, potassium and 
creatine in skeletal muscles in man, J. Clin. In- 
vestigation 31: 850-858, September 1952 

Beacham, E. G., Irregular discharge, Am. Rev. Tuberc. 
66: 213-218, August 1952 

Beck, H. G., Obituary, Ann. Int. Med. 91: 420, August 
1952 

Berman, E. F., The Plastic esophagus, Sinai Hosp. J. 
1: 40-44, March 1952 

Bradley, J. E., and Tilghman, Margaret, In situ hydrogen 
ion measurements of the mouth, esophagus and 
stomach in newborn infants, Am. J. Digest. Dis. 
19: 255-257, August 1952 

Browne, K. M., Stern, W. E., and Walker, A. E., Cerebral 
arterial shunt, A. M. A., Arch. Neurol. & Psychiat. 
68: 58-65, July 1952 

Broyles, E. N., The Relationship of bronchoscopy to 
chest surgery, Laryngoscope 62: 784-786, August 
1952 

Broyles, E. N., Window laryngofissure operation for 
small malignant growths of the vocal cord, West. J. 
Surg. 60: 387-388, August 1952 

Chesney, A. M., The Coming of full time to the Hopkins 
and Halsted’s attitude toward the plan, Surgery 
32: 482-484, September 1952 

Conley, C. L., Disorders of the blood in disseminated 
lupus erythematosus (editorial), Am. J. Med. 13: 
1-2, July 1952 

Conley, C. L., and others, Prolonged treatment of 
pernicious anemia with vitamin By, Am. J. Med. 
13: 284-293, September 1952 

Crowe, S. J., Personal recollections of Dr. Halsted, 
Surgery 32: 461-465, September 1952 


Cullen, T. S., Plastic bag for urethral leakage control 
after prostatectomy, J. A. M. A. 149: 1309, August 
2, 1952 

Cushing, J. G. N., Problems of retirement, Ment. Hyg. 
36: 449-455, July 1952 

Edgerton, M. T., Plastic repair of congenital defects 
associated with spina bifida and cranium bifidum, 
S. Clin. North America 32: 1327-1345, October 
1952 

Ellis, F. A., Discussion, in Cawley, E. P., Wheeler, C. E., 
and Wilhite, P. A., Herpes gestationis and the Rh 
factor, South. M. J. 45: 832, September 1952 

Feldman, Maurice, Morrison, Samuel, and Myers, Philip, 
The Clinical evaluation of prolapse of the gastric 
mucosa into the duodenum, Gastroenterology 22: 
80-102, September 1952 

Finberg, Laurence, and Chow, B. F., Lack of effect of 
supplementary vitamin B,. administered to pre- 
mature infants, A. M. A., Am. J. Dis. Child. 18: 
165-167, August 1952 

Finberg, Laurence, and Easton, R. S., Generalized 
cutaneous herpes simplex, J. Pediat. 41: 188-201, 
August 1952 ~ 

Firor, W. M., The Story of the Hunterian Laboratory, 
Surgery 32: 485-487, September 1952 

Golden, Mano, and Abeshouse, B. S., Prostatic calculi 
and neoplasm, Sinai Hosp. J. 1: 20-28, March 1952 

Grafflin, A. L., and Bagley, E. H., Glomerular activity 
in the frog’s kidney, Bull. Johns Hopkins Hosp. 
91: 306-317, October 1952 

Grafflin, A. L., Gray, N. M., and Bagley, E. H., Studies 
of a-ketoglutaric acid oxidase activity in washed 
residues of the mammalian kidney, Bull. Johns 
Hopkins Hosp. 91: 137-152, August 1952 

Grimble, A. S., and Hahn, R. D., Second infection in 
treated and untreated congenital syphilis, Am. J. 
Syph. 36: 439-444, September 1952 

Grob, David, and Harvey, A. M., Effect of adreno- 
corticotropic hormone (ACTH) and cortisone ad- 
ministration in patients with myasthenia gravis and 
report of onset of myasthenia gravis during pro- 
longed cortisone administration, Bull. Johns Hopkins 
Hosp. 91: 124-136, August 1952 

Guild, H. G., Walsh, F. B., and Hoover, R. E., Ocular 
cystinosis, Am. J. Ophth. 35: 1214-1248, September 
1952 

Hartmann, R. C., Conley, C. L., and Poole, E. L., 
Studies on the initiation of blood coagulation. III. 
The Clotting properties of canine platelet-free 
plasma, J. Clin. Investigation 31: 685-691, July 
1952, 























Hills, R. G., and Firor, W. M., The Use of more potent 
cobra venom for intractable pain, American Surgeon 
18: 875-879, September 1952 

Hoffman, Elmer, The Phrenic rebound phenomenon—a 
new physical sign, Ann. Surg. 136: 316-325, August 
1952 

Hollender, M. H., Psychological reactions to cortisone, 
Psychosom. Med. 14: 306-308, July-August 1952 

Hornibrook, J. W., The Avidity of test toxins in rela- 
tionship to tetanus antitoxin titrations, J. Lab. & 
Clin. Med. 40: 58-66, July 1952 

Jewett, H. J., Diagnosis and management of urinary 
tract obstructions in children, S. Clin. North 
America 32: 1371-1388, October 1952 

King, A. B., Chambers, J. W., and Garey, James, 
Primary malignant melanoma of the spinal cord, 
A. M. A., Arch. Neurol. & Psychiat. 68: 266-275, 
August 1952 

Languth, H. W., Teasdall, R. D., and Magladery, J: W., 
Electrophysiological studies of reflex activity in 
patients with lesions of the nervous system. III. 
Motoneurone excitability following afferent nerve 
volleys in patients with rostrally adjacent spinal 
cord damage, Bull. Johns Hopkins Hosp. 91: 257- 
266, October 1952 

Levi, J. E., and Lewison, E. F., Malignant melanoma in a 
patient with ovarian agenesis. Case report of pro- 
longed survival, J. Clin. Endocrinol. & Metabolism 
12: 901-907, July 1952 

McGoon, D. C., Teratomas of the neck, S. Clin. North 
America 32: 1389-1395, October 1952 

Magladery, J. W., and others, Electrophysiological 
studies of reflex activity in patients with lesions of 
the nervous system. I. A Comparison of spinal 
motoneurone excitability following afferent nerve 
volleys in normal persons and patients with upper 
motor neurone lesions, Bull. Johns Hopkins Hosp. 
91: 219-244, October 1952 

Marek, C. B., and Dolce, J. R., The Lower midline 
incision, Maryland State Medical Journal 1: 447- 
452, September 1952 

Marshall, Curtis, and Harden, Charles, Use of 
rhythmically varying patterns for photic stimula- 
tion, EEG Clin. Neurophysiol. 4: 283-287, August 
1952 

Meyers, M. C., Miller, Stanley, Linman, J. W., and 
Bethell, F. H., The Use of ACTH and cortisone in 
idiopathic thrombocytopenic purpura and idiopathic 
acquired hemolytic anemia, Ann. Int. Med. 91: 
352-361, August 1952 

Mirsky, I. A., Futterman, Perry, Kaplan, Stanley, and 

Broh-Kahn, R. H., Blood plasma pepsinogen. I. 

The Source, properties, and assay of the proteolytic 
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activity of plasma at acid reactions, J. Lab. & Clin. 
Med. 40: 17-26, July 1952 

Moore, J. E., and Mohr, C. F., Biologically false positive 
serologic tests for syphilis, J. A. M. A. 150: 467-473, 
October 4, 1952 : 

Otenasek, F. J., Brain tumors in childhood, S. Clin. 
North America 32: 1363-1370, October 1952 

Park, E. A., Address at the banquet given in honor of 
Dr. Harry H. Gordon, new pediatrician in chief, and 
Dr. Alexander J. Schaffer, retiring pediatrician, 
Sinai Hosp. J. 1: 7-13, March 1952 

Park, E. A., John Howland Award Address, Pediatrics, 
10: 82-108, July 1952 

Park, E. A., A Pediatrician’s chance recollections of Dr. 
Halsted, Surgery 32: 472-478, September 1952 

Patz, Arnall, Hoeck, L. E., and Cruz, E. D. L., Studies 
on the effect of high oxygen administration in 
retrolental fibroplasia, Am. J. Ophth. 35: 1248-1253, 
September 1952 

Peirce, E. C., The Use of viably preserved tissue for 
homologous arterial grafts, Ann. Surg. 136: 228-238, 
August 1952 

Pincoffs, M. C., The American College of Physicians and 
the internist of the future, Ann. Int. Med. 37: 253- 
260, August 1952 

Proctor, D. F., Studies of respiratory air flow in measure- 
ment of ventilatory function, Dis. Chest 22: 432- 
446, October 1952 

Ravitch, M. M., Consideration of errors in the diagnosis 
of intussusception, A. M. A., Am. J. Dis. Child. 
84: 17-26, July 1952 

Ravitch, M. M., Bahnson, H. T., and Johns, T. N. P., 
Carcinoma of the esophagus, J. Thoracic Surg. 24: 
256-270, September 1952 

Ravitch, M. M., and Handelsman, J. C., Lesions of the 
thoracic parietes in infants and children: deformities 
and tumors of the chest wall, abnormalities of dia- 
phragm, S. Clin. North America 32: 1397-1424, Oc- 
tober 1952 

Reinhoff, W. F., The Impact of Halsted upon surgical 
technique of today with particular reference to his 
operation for hernia, Surgery 32: 493-497, September 
1952 

Rich, A. R., The Occurrence of focal tuberculoid lesions 
in experimental serum sickness, Bull. Johns Hopkins 
Hosp. 91: 109-123, August 1952 

Robinson, H. M., Sr., Artane in the treatment of morphea 
and scleroderma, a preliminary report, J. Invest. 
Dermat. 19: 171-173, September 1952 

Robinson, H. M., Jr., and others, Leukopenia, a compli- 

cation of chloromycetin therapy of chronic discoid 
lupus erythematosus, J. Invest. Dermat. 19: 199- 
. 204, September 1952 
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Roman, P. W., Wagner, J. H., and Steinbach, S. H., 
Massive fatal embolism during barium enema study, 
Radiology 59: 190-192, August 1952 

Rosen, Harold, The Hypnotic and hypnotherapeutic 
unmasking intensification, and recognition of an 
emotion, Am. J. Psychiat. 109: 120-127, August 
1952 

Sabiston, D. C., Jr., and Blalock, Alfred, The Surgical 
treatment of congenital heart disease accompanied 
by cyanosis, S. Clin. North America 32: 1273-1297, 
October 1952 

Sachs, Louis, Description of a compound tube for the 
simplification of common duct drainage, Sinai Hosp. 
J. 1: 29-39, March 1952 

Sacks, M. S., The Present status of therapy in acute 
leukemia (editorial), Ann. Int. Med. 91: 400-403, 
August 1952 

Schoenbach, E. B., Miller, J. M., and Long, P. H., The 
Treatment of systemic blastomycosis with stilbami- 
dine, Ann. Int. Med. 37: 31-47, July 1952 

Schuman, William, A Reduced external conjugate 
(baundelocque) diameter as an index of contracted 
pelvis, Sinai Hosp. J. 1: 45-52, March 1952 

Scott, H. W., Jr., Surgical treatment of patent ductus 
arteriosus in childhood, S. Clin. North America 32: 
1299-1312, October 1952 . 

Shipley, A. M., Personal glimpses of Dr. Halsted, Surgery 
32: 469-471, September 1952 

Steinberg, Murray, A Study of the operation of radical 
abdominal panhysterectomy with bilateral pelvic 


MARK THESE DATES ON YOUR CALENDAR! 


lymph node dissection at the Sinai Hospital of 
Baltimore from 1949-1951, Sinai Hosp. J. 1: 53-60, 
March 1952 

Teasdall, R. D., Languth, H. W., and Magladery, J. W., 
Electrophysiological studies of reflex activity in 
patients with lesions of the nervous system. IV. A 
Note on the tendon jerk, Bull. Johns Hopkins Hosp. 
91: 267-275, October 1952 

Teasdall, R. D., Park, A. M., Languth, H. W., and 
Magladery, J. W., Electrophysiological studies of 
reflex activity in patients with lesions of the nervous 
system. II. Disclosure of normally suppressed mono- 
synaptic reflex discharge of spinal motoneurones by 
lesions of lower brain-stem and spinal cord, Bull. 
Johns Hopkins Hosp. 91: 245-256, October 1952 

Thomas, C. B., What is the mode of action of thiocyanate 
compounds in essential hypertension? Ann. Int. 
Med. 37: 106-122, July 1952 

Walker, A. E., Head injuries, Mod. Med. 20: 91-99, 
September 1, 1952 

Walker, A. E., Introductory remarks. Symposium, photo- 
metrazol activation of the electroencephalogram, 
EEG Clin. Neurophysiol. 4: 263-264, August 1952 

Walsh, F. B., Myasthenia gravis—diagnosis and treat- 
ment, Rocky Mountain M. J. 49: 757-766, Sep- 
tember 1952 

Whitehorn, J. C., The Meaning of medical education in 
our society, Am. J. Psychiat. 109: 81-88, August 
1952 


The Committee on Scientific Work and Arrangements has almost completed plans for the 1953 
Annual Meeting of the Medical and Chirurgical Faculty. The I. Ridgeway Trimble Fund Lecture 


| 
| 
| 
| 
| Annual Meeting—TUESDAY and WEDNESDAY, APRIL 28 and 29, 1953 
| 
| 
| 


Massachusetts. 


The first Harvey Grant Beck Memorial Fund Lecture will be one of the features of the program 
this year. Mrs. Beck has presented this memorial in memory to her husband, Dr. Harvey Grant | 
| 


Beck, who died in October 1951. 


and Wednesday, April 28 and 29, 1953. 


will be given by Dr. J. S. L. Browne, Chairman of the Department of Medicine, McGill University, 
| Montreal. The J. M. T. Finney Fund Address will be by Dr. Robert R. Linton of Brookline, | 


| The business meetings will commence on Monday, April 27, 1953 and will also be held on Tuesday 
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MARYLAND STATE DEPARTMENT 
OF HEALTH | 


The Nursing and Convalescent Home in 
the Community’s Total Medical 
Care Program* 


CLETUS L. KRAG, Senior Assistant Surgeon} 


[The nursing and convalescent homes have become such 
an important part of the total Medical Care Program that 
the State Department of Health feels it is important that 
material which would assist the medical profession into a 
proper understanding of such institutions is important.] 


The nursing and convalescent home can be 
thought of as playing at least four closely related 
and overlapping roles in the community’s total med- 
ical care program: First, it may serve primarily as 
a shelter furnishing simple care for those with chronic 
or prolonged illnesses. Second, it may serve as a 
hospital substitute providing low cost care. Third, 
it may serve as a retreat wherein is offered custodial 
or general care of the infirm and senile aged. And 
fourth, as a “last resort” home for people whom no 
one else will care for. Let’s examine some of the 
implications involved in each of these situations. 

The first role just mentioned is that of serving 
primarily as a shelter furnishing simple care for those 
people with chronic or prolonged illness. There are 
several questions that arise immediately about this 
statement. One is, what is shelter? Another one, 
what is simple care? A third question also arises, 
and that is, what are chronic and long-term ill- 
nesses? 

First of all, shelter implies protection—against 
the weather, for example. In connection with the 
care of older people, it implies protection from the 
vicissitudes of the environment, freedom from the 


* Presented at annual meeting of Indiana Association of 
Licensed Nursing Homes on June 16, 1952 in Indianapolis, 
Indiana. 

Reprinted by courtesy of “Public Welfare In Indiana,” July 
1952 issue. 

+ Officer in Charge, Hygiene of Aging, Division of Chronic 
Disease and Tuberculosis, U. S. Public Health Service. 


struggles of day to day living. Thus, it involves more 
than merely providing food, clothing, a roof and 
four walls, and a bed to sleep in. It is more than 
just a hotel, a house, or a building in which food is 
served, beds are made, and floors and walls are kept 
clean. The missing ingredient is personal services— 
that is, care of the person who is sheltered. Thus, 
there is more involved than the problems concerning 
the type of building, its location, how it is operated, 
how clean the floors and linens are, and so forth. The 
type and quality of personal services is what dis- 
tinguishes the nursing and convalescent home from 
a hotel, a resort, a rooming house, or an apartment 
house. 

This brings us to the question of what is “simple 
care.”” When we speak of the care of people in nurs- 
ing homes, we think of people who require nursing 
services, and, obviously, the reason these people 
need this type of care is because they are sick. The 
point must be emphasized that nursing homes take 
care of sick people, just as hospitals take care of 
sick people. However, while their functions do over- 
lap in this way, nursing homes and hospitals are 
not the same. And one of the keys to an interpreta- 
tion of the role of nursing and convalescent homes 
in the total medical care facilities of a community 
can be found in this overlap of function. 

It is often stated that both the hospital and the 
nursing home are capable of and frequently do render 
“simple care.” It is also stated that the nursing home 
sells ‘‘nursing service.” There is a need for a better 
understanding of the meaning of these terms. For 
example, just how simple should “nursing care” 
be? There may not be an explicit answer to this, but 
it is worthwhile to consider some of the ingredients 
required in rendering this care. 

One of the limiting factors regarding the type or 
level of care possible in a given nursing and con- 
valescent home is the equipment available. Obvi- 
ously, bed care cannot be given without the proper 
equipment for bed services. Likewise, meals in bed 
require special equipment such as trays and drink- 
ing straws. But actually, this is relatively simple and 





46 Health Departments 


easy to achieve. At times, however, nourishment 
must be given through tubes; sometimes into the 
stomach and sometimes into a vein. Fluids may often 
be given under the skin. Although the equipment 
used in these procedures is fairly simple, it is, never- 
theless, special. 

And feeding is not the only problem. Patients 
may have diabetes, or pernicious anemia, or acute 
infections—all of which may require hypodermic 
medications given by special equipment. Further- 
more, some patients need wheelchairs, crutches, and 
fracture beds. 

Equipment, then, is one of the important limiting 
factors regarding the level of care given in a nursing 
home, and the type and amount of equipment may 
be limited only by the expense involved in buying 
and maintaining the equipment and by the complex- 
ity of its operation. 

Closely related to the matter of equipment is the 
matter of the capabilities of the staff. The concept 
of ‘simple care” is actually a relative one, depend- 
ing largely on the capabilities of the person render- 
ing the care. We all know that training and experi- 
ence will alter a person’s conception of what is 
simple and what is not. A person with limited train- 
ing can adequately supply a few pills, empty a bed 
pan, and bathe a patient in bed. This is an obviously 
simple kind of care. To a person with more training, 
however, more complicated matters may still be 
considered simple—changing surgical dressings, for 
instance, giving hypodermic injections, testing urine 
for sugar, preparing a meal for the diabetic patient, 
or administering oxygen. If this trained person is a 
nurse with good knowledge and experience, she can 
also recognize early symptoms of a change in the 
patient’s condition, obtain blood samples by veni- 
puncture, pass catheters, and carry out many other 
procedures. To a still more highly trained person 
such as a physician, more complicated matters con- 
stitute ‘“‘simple care,” and may be rendered without 
much in the way of expensive and complicated 
equipment. 

Thus, we see that entirely different concepts of 
care can be held by an untrained attendant on the 
one hand, and by a trained person—such as a nurse 
or a doctor—on the other. And since not only the 
interpretation of the term “‘care”’ but also the quality 
of the care given is dependent upon the training of 


the person who is caring for the patient, the ade- 
quacy of the treatment (no matter how simple or 
complex) rests on the calibre of the equipment and 
staff offered by the nursing home. 

This is not to disparage or discount simple care 
in the narrow sense. The modern nursing home must 
provide for the basic needs of food and shelter. But 
it should also be in a position to carry out certain 
easily managed procedures. It is clear, then, that 
the ability of a nursing home to carry out these pro- 
cedures depends not so much on beds, chairs, dishes, 
and trays—equipment, in other words—as it does 
upon the training and abilities of the staff. 

It will be recalled that the first role we listed for 
the nursing home was that of caring for those sick 
people who require a simple or limited type of care, 
usually for an illness that is prolonged. Let us now 
try to define what is meant by a prolonged or long- 
term illness. In general, this implies a type of ill- 
ness that is either thought to be incurable or one in 
which a rapid cure is not expected. Too often in the 
past this has been synonymous with neglect, and 
referred to as an illness requiring “custodial” care 
only. This concept, however, is rapidly changing as 
newer drugs are discovered, the potentialities of 
adequate nutrition are appreciated, and advances in 
rehabilitation are applied. More than ever, chronic 
or long-term illness is being conquered by the weap- 
ons wielded by a well-trained staff. 

We know that diseases of the blood vessels af- 
fecting the heart, brain, and kidneys are the greatest 
killers. Cancer is our second greatest killer. Diseases 
of the joints and bones and of the endocrine glands 
are also extremely common. Thus, among the pa- 
tients seen in nursing and convalescent homes, we 
find people with such conditions as paralysis, mental 
and physical deterioration, crippling arthritis, dia- 
betes, cancer of various kinds, asthma, heart dis- 
ease, and tuberculosis. 

New discoveries in diagnosis, prevention, and 
treatment of chronic diseases, however, are making 
it possible for us to care for these people much better 
than we could 5, 10, or 20 years ago. For example, 
early treatment of the patient with a cerebrovascular 
accident makes it possible to prevent serious crip- 
pling and helplessness. Chronic heart failure can be 
improved, dramatically at times, by proper diet 
and drugs. Pneumonia, which formerly killed so 
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many of our older people—particularly if already 
disabled—is easily treated by such drugs as peni- 
cillin. 

Diabetes, by the way, is a rather good example 
of a chronic disease about which nursing and con- 
valescent homes should be more concerned. Perhaps 
one person out of every 15, over the age of 65, has 
diabetes; and as our older population increases, so 
does the number of diabetics. Since the advent of 
insulin, this is a disease which can be easily cared 
for by a trained staff—but it is difficult and dan- 
gerous for the untrained to care for diabetic pa- 
tients. We must not forget, however, that it is rela- 
tively easy for a registered nurse to obtain the 
necessary training if she does not already have it. 
Furthermore, the proper care of a diabetic patient 
requires little more, in the way of physical equip- 
ment, than a few test tubes, chemicals, needles, 
syringes, and diet prescriptions. The proper use of 
this equipment, however, requires training and ex- 
perience if the diabetic patient is to receive adequate 
care. 

Diabetes is also a disease that is not usually diag- 
nosed at an early stage. Too often it is not discovered 
until long after serious complications have arisen, 
such as gangrene of the feet, cerebrovascular acci- 
dent, heart attack, or blindness. This means that 
those who care for old people must be on the alert 
for this disease, and should be familiar with its 
course and its treatment. 

To be sure, medical discoveries and advances are 
important in terms of saving lives. However, we 
must not overlook another important part of the 
picture: the alleviation of the pain, discomfort, and 
mental depression of those with incurable and pro- 
gressive diseases who are nearing the end of their 
lives. Many of us have seen the patient with ad- 
vanced cancer who develops heart failure, pneu- 
monia, or a kidney infection. Obviously, treatment 
of the complicating or secondary illness contributes 
little or nothing toward alleviation of the primary 
disease, but it can contribute to the comfort and 
well-being of the patient as an individual. 

Another matter of utmost importance to nursing 
homes, as we all know, is the patient’s nutritional 
requirements. The effect of diet on the treatment of 
chronic and long-term diseases has been shown to 
be most important for diabetes, heart disease, and 


the healing of infections—to name but a few. Fur- 
thermore, it has been shown that the digestive proc- 
esses of older people slow down and become less 
efficient. Many old people, particularly those who are 
sick, are often starved for protein and vitamins. 
In order to feed these people adequately, it not only 
takes skill to cook and serve the food properly, but it 
also takes knowledge about the various foods and 
the needs of the individual patient. Some nursing 
homes have been known to serve a daily supper 
consisting of a dish of stewed tomatoes and a slice 
of bread. This is a meal obviously lacking in variety 
and quality. On the other hand, filet mignon (al- 
though it is more appetizing and nutritious) is im- 
practical. A thick soup, fruit or vegetable juice, and 
milk puddings, however, are not only practical and 
nutritious, but they are also inexpensive. For a per- 
son with the proper training, it is not too difficult to 
plan a variety of low-cost meals that satisfy the eye 
as well as the nutritional needs of the patient. 

The role, then, of the nursing and ccnvalescent 
home of caring for the chronically ill patient has 
much in common with that played by a hospital. 
But it will vary, depending upon the equipment and 
the experience of the home’s staff. Many homes carry 
out a very fine program in meeting the needs of 
their patients. They offer care of a kind that is 
midway between that provided in a general hospital 
and that which they would receive in their own 
homes during recovery from long-term illnesses. 
These nursing homes can often do a better job than 
the hospital. A more pleasant home-like atmosphere 
may prevail, and the staff, free from problems re- 
lated to the needs of the acutely ill and the rapid 
turn-over of the patients seen so frequently in a 
general hospital, may devote more attention to in- 
dividual patients’ needs. 

And now, let us turn to the second role played by 
the nursing and convalescent home in the com- 
munity’s program of medical care: the provision of 
low cost care. In this role, the nursing home may 
serve as a substitute for either hospitalization or 
full-time nursing care in the patient’s own home— 
both of which are relatively high in cost. Certainly, 
the family’s motivation underlying the choice of a 
nursing home, in many instances, is a desire to save 
money rather than to seek out adequate and com- 
plete medical care. 
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When the nursing home does serve in this capacity, 
however, it is most important that some degree of 
medical supervision be maintained over its patients, 
as well as over its new admissions. Otherwise (and 
this does happen in some places) seriously ill people 
will live and die in these homes without ever having 
received adequate and proper treatment of diseases 
that are amenable to modern care. 

Actually, there is one group which, perhaps, makes 
up the majority of patients in many nursing and 
convalescent homes—the infirm and senile aged who 
are admitted to the home for general care. While on 
the face of it, it would seem that these people need 
only food and shelter, there is an obvious danger in 
thinking of this group only in these terms. This 
limited type of care is important, to be sure; but we 
must not overlook the fact that even among those of 
far advanced age, the care and treatment of their 
diseases are im portant from the point of view of pro- 
viding comfort and alleviation of suffering in their 
last days. 

The last role to be considered has been a real 
headache for many nursing home operators. It in- 
cludes the problem of caring for those patients whom 
no one else will care for. Many of us have been faced 
with the difficulties that result from dealing with 
the old, noisy, confused, incontinent individual who 
has been discharged from a hospital, refused ad- 
mission to a hospital on the basis of not really 
needing general hospital care, or who has been trans- 
ferred from one nursing home to another. The pa- 
tient, may, perhaps, be an individual whose family 
was either unable or unwilling to care for in their 
own home. In serving as a place for those whom no 
one else will care for, nursing homes have certainly 
responded to a most vital and pressing community 
need that at times has been overlooked by those 
who suggest further regulation of these institutions. 
We should remember, however, that many of the 
older people who can be found in nursing homes may 
be suffering from diseases that can be treated suc- 
cessfully. For example, the delirious and incontinent 
old man may quite possibly have an obstructing 
prostate gland complicated by uremic delirium. This 
condition can be treated, particularly if not too far 
advanced; and the proper treatment can result in a 
remarkable improvement in the patient’s mental 
state. With newer developments in knowledge con- 
cerning older people and their diseases, we now have 


an opportunity to give the kind of service which 
can make nursing homes an even more valuable 
community asset. 

Nursing and convalescent homes, then, play a 
variety of roles in a community’s total medical 
care program. First, and most important, they serve 
as a place where those who have a chronic or pro- 
longed illness may receive a limited type of care. 
Second, they serve as hospital substitutes, providing 
low cost care. Third, they serve as shelters for the 
infirm and senile aged. And, finally, they serve as 
homes for people whom no one else will care for. 
The types of services offered by these homes cover 
a wide range, as do the kinds of accommodations. 
But even with the differences in the ways various 
homes choose to care for their patients, we can find 
important, basic requirements in common. Most 
important is well-trained, qualified and adequate 
medical supervision. For it is only with experienced 
people to serve as a nucleus that the modern nursing 
home can meet the needs of its patients. The essen- 
tials of materials; diet; techniques of prevention, 
diagnosis, and treatment—all can be implemented 
to a most satisfactory degree in a properly equipped 
and staffed nursing home. 

The facts stated earlier concerning the various 
chronic diseases are beginning to be recognized by 
nursing home operators, but they need to be more 
generally appreciated in the community. Chronic 
disease requires treatment—good treatment— 
whether it be heart disease, diabetes, cancer, or 
paralysis. During the last few years, there have been 
many new advances in knowledge concerning diet 
and in the treatment of some of these diseases. How 
well we put this knowledge to work—and, conse- 
quently, how great a role can be played by the 
nursing home—will depend on how much under- 
standing and support can be found in the com- 
munity. 

One very real way in which this support can 
be achieved is through State-wide meetings of ad- 
ministrators of nursing and convalescent homes. 
Participation and planning with local community 
organizations such as the medical society, hospital 
associations, and councils of social and welfare agen- 
cies is another way of achieving this support. Such 
participation is indispensable to a thorough under- 
standing by the community of the problems and 
services of local nursing and convalescent homes. This, 








ho 
or, 
in 
pr 
OF 
ar 


tic 
co 
ac 
as 
tic 





Maryland State Medical Journal 49 


however, cannot be achieved without an active local 
organization of home operators. Still another way 
in which this support can be obtained is through 
programs designed to increase the knowledge of 
operators of these homes. In each community there 
are a number of people who are highly skilled in 


The nursing and convalescent home of today is a 
real and integral part of a community’s total med- 
ical care program. It has met an important need of 
the public in the past, and we look toward the future 
when it will make an even greater and more meaning- 
ful contribution to society. 





working out the problems of nursing home opera- 
tion. Local medical societies, health departments, 
councils of social and welfare agencies, and hospital 
administrators—to name but a few sources—provide 
assistance in planning and putting on these educa- 
tional programs. 
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PIANO WANTED 


| 
| The Woman’s Auxiliary to the Baltimore City Medical Society would appreciate the gift of a 
| piano for the Medical and Chirurgical Faculty Building. The Council has approved this request. 














RED CROSS ASSUMES COST OF PRODUCING GAMMA GLOBULIN: 
DISTRIBUTION UNDECIDED 


Capitol Clinic, A.M.A., Vol. 3, No. 49, December 9, 1952 


American Red Cross has announced that it will assume costs of producing gamma globulin, an 
action which will result in several changes in the National Blood Program. Because gamma globulin 
and serum albumin can be processed from the same whole blood, Defense Department and Federal 
Civil Defense Administration will begin storing serum albumin; both had been storing blood plasma 
until the Red Cross announcement. While Red Cross will assume cost of producing gamma globulin 
for the nation, it will not undertake its distribution and allocation. How this gamma globulin is to be 
|  distributed—there will be no charge for it—still has to be decided. State and Territorial Health 
Officers, meeting here this week, are expected to work out some system for distribution, and make 
| their recommendations to the Office of Defense Mobilization. 
| Another problem is that of matching supply with demand. Because gamma globulin is considered 
effective in prevention of paralysis due to poliomyelitis, the public demand for it is expected to far 
outreach supply by early next summer. Although increased blood donations are expected as a result 
of the publicity on the new Red Cross campaign, there is little or no possibility of producing, in 
the immediate future, all the gamma globulin that will be desired. 
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STATE OF MARYLAND DEPARTMENT OF HEALTH 
MONTHLY COMMUNICABLE DISEASE REPORT 
Case Reports Received during 4-week Period, November 28-December 25, 1952 
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m = malaria contracted outside the U. S. A. reported by Aberdeen Proving Grounds, residence not stated. 
t = tetanus. 














BLUE CROSS AND BLUE SHIELD 








BLUE CROSS AND THE NATION 
R. H. DABNEY* 


We’re Proud of Our Symbol. ’ 

What is Blue Cross outside the state of Maryland? 
Is it one big organization, the same all over the 
country? Who or what is its governing body? 

Only those Plans which conform to the standards 
of organization and operation set up by the Blue 
Cross Commission of the American Hospital Associa- 
tion may use the symbol of Blue Cross. In reality, 
the A.H.A. says the symbol and prestige of Blue 
Cross are yours if you conform to these standards. 
Among these standards is the one requiring Plans 
to be non-profit. The Plan must offer equal pro- 
tection to dependents and ease of admittance to 
hospitals. It must provide service benefits. 

Another requirement to be met is representation 
on the Board of Directors of hospitals, doctors, and 
the general public. It is necessary that Blue Cross 
plans be financially stable. 

It is the responsibility of the Blue Cross Com- 
mission to see that these standards are met and 
followed. This Commission is composed of a repre- 
sentative from each of twelve districts and three 
representatives from the American Hospital Associa- 
tion.-The government and organization of the 90 
local Plans is handled by the Commission with the 
assistance of a national director and his staff hired 
by the Commission. From the Commission head- 
quarters in Chicago, the director and his staff offer 
assistance to and help coordinate the efforts of the 
individual Plans. 


* Executive Director, Maryland Hospita! Service, Inc. and 
Maryland Medical Service, Inc. 


This organization of 90 different Plans makes it 
possible for local communities to receive the type of 
service suited to its needs. At the same time, it 
assures that certain basic services, needed by all, are 
provided. 

The feature of reciprocity of enrollment which 
makes any Blue Cross subscriber eligible to transfer 
to any other Plan without waiting periods or 
penalities is of great importance to subscribers. Reci- 
procity of service benefits makes it possible for a 
Blue Cross subscriber of one Plan while ill and away 
from home to receive all of the service benefits that 
are offered by the Plan in the area in which he may 
be hospitalized. 

Last year more than three-quarters of all sub- 
scribers provided care away from home were cared 
for through reciprocity. It is a little realized fact 
that the service requires a clearing house function in 
the Inter-Plan Bank which compares with the clear- 
ing house mechanism of regular banks. 

It is important to point out that by the foregoing, 
the local Plan loses none of its autonomy. Indeed, 
each local Plan gains in its ability to serve its com- 
munity by linking itself in this respect with all of 
the other plans in the nation. 

The national growth of Blue Cross in the years 
since its inception is a significant tribute to its 
soundness. Our goal, now as always, is to bring 
complete health protection within the range of every 
pocketbook of every person in the country. 

Blue Cross has come to be a symbol of integrity 
and honesty ...a symbol that means the best pro- 
tection for millions of people. 











Woman’s Auxiliary to the Medical and Chirur- 
gical Faculty 


MRS. GEORGE H. YEAGER, Ausiliary Editor 








CONFERENCE HIGHLIGHTS 
MRS. JOHN G. BALL, President-Elect 


The theme of the November 1952 Conference of 
our National Auxiliary was “Our Goal—A Better 
World.” It started off on the happy note that Presi- 
dent Eisenhower’s victory was a victory of conserva- 
tive thinking and for a stable, friendly, climate for 
medicine. This is not the time to relax, though, since 
“compromise” bills, proposing that the Federal 
Government and Private Medicine cooperate on 
certain programs will no doubt appear. We were 
warned to watch out for such bills which are just as 
dangerous in the long run as total compulsory health 
insurance. However while we keep an eagle eye on 
legislation we will feel better with a government in 
Washington that believes in the American system 
and a President who ‘didn’t know he was poor till 
he grew up.” 

In going ahead with a positive program during the 
next four years to inform the public on the “long 
range aims” of Medicine you may like to use some 
new material. A film called ‘““Your Doctor” showing 
the positive work of medicine will be available after 
January 1st from Woman’s Auxiliary to A. M. A. 
535 N. Dearborn Street, Chicago 10, Illinois. It is a 
16 mm. picture. Useful reprints available from the 
same address for distribution at fairs and meetings 
are a Reader’s Digest article, “Your Money’s Worth 
In Health,” on Medical care, ‘““The Amazing Story 
of the A. M. A.” and the “A. M. A. Story to Phy- 
sicians.” 

We are now on the offensive and can talk of ends, 
not just means, and the good things that we want 
for everybody. In this positive approach while the 
followers of the “isms” argue vague theories we must 
live our beliefs. Books such as “Remember These 
Things,” by Paul Harvey, published by The Heritage 
Foundation, can help us practice what we preach! 
Speaking of practice let us respect the nurse as an 
equal helper on the health team, and do not forget 


the practical nurse towards whom the socializers are 
now directing their efforts. 

Little things that help the Auxiliary to establish 
an atmosphere of friendliness and unity which are 
again reflected in the Medical Society, are a perma- 
nent Auxiliary Room in the Medical Building, the 
interest of established members in new members, 
Doctor’s Day programs, and quiz or panel programs. 

The Conferences’ main new point was the study of 
the “battle for the minds, hearts and souls of our 
children” through socialized school books and pam- 
phlets which even give third grade arithmetic prob- 
lems in numbers of ‘‘hospital-beds” and _ the 
“burdens” of illness. For although we have voted in 
a new administration, the old teachers, books, and 
socializers are still “in.” An ideological fight exists 
in the world today! The defection of the self-styled 
“intellectuals” from our newer American idea of the 
free individual back to the antique concept of man 
as the slave of a master government has shocked 
sensible citizens. We know that the Communists 
and their dupes are after the minds of our children 
and can laugh when we defeat them on current 
legislation, if they still are able to warp the minds of 
our youth and thus control the future! 

To establish a positive program of teaching Ameri- 
can opportunities and the challenges of freedom, 
know first the problems of the Communists! Read 
the “Communist Manifesto,” 15¢, 510 Dearborn 
Street, Chicago 10, Illinois, ‘We Are the Govern- 
ment” a book for the sixth, seventh and eighth 
grades by Mary Elting, and ‘Social Disorganiza- 
tion” which is used in the District of Columbia. 
Other helps, but more on the American side are 
“Molders of the American Mind,” ‘“‘God and Man at 
Yale” by Buckley, ‘‘God and Woman at Vassar” by 
Fellman (Freeman Magazine, always good, $5.00 a 
year, 240 Madison Avenue, New York City 16, 
N. Y.), “The Educational Reviewer,” for direct quo- 
tations out of current school texts, quarterly $2.00, 
112 E. 36th. St., New York City 16, N. Y. 
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The Conference covered some bizarre subjects. 
One such was a battle within the American Legion 
by persons wishing Chiropractors to practice medi- 
cine in Veterans hospitals. Another was the idea of 
presenting our speakers and officers with huge 
“phony,” paper, orchids so that the money could be 
sent to the American Medical Education Founda- 
tion instead of being spent for flowers. Mention was 
made of the fact that private duty nurses should be 
released to attend their Nursing Association meet- 
ings, which Public Health nurses are given time and 
pay to attend, and thus, though a small percentage 
of the profession, are able to control. All of the ideas 
were interesting, and though not all can be used by 
every Auxiliary, how we wished that every member 
could have been there for the fun and stimulation. 


AUXILIARY NEWS 
MRS. EDWIN H. STEWART, JR., Chairman 


When the Women’s Auxiliary to the Baltimore 
City Medical Society asked us to do something for 
Nurse Recruitment, my committee met one hot 
summer evening to consider the most effective way 
of reaching the greatest number of high school girls 
with a message about nursing. We very boldly sug- 
gested to our Auxiliary that we thought it would be 
a good idea to produce a new film on our local 
Hospitals and Nursing Schools. The idea was ac- 
cepted by our Board, and we immediately began to 
ask each other ‘“‘who knows how to make a movie?” 
My committee members, Mrs. Edward F. Cotter, 
Mrs. Henry D. Holljes, Mrs. John M. Dennis and I 
were not quite certain how to go about the endeavor, 
but Mrs. George H. Yeager, our Public Relations 
Chairman, came to our rescue. Mrs. Yeager had 
some very constructive ideas to offer and knew just 
who to contact for advice and assistance. 

A meeting was called on September 19, to which 
we had invited the Hospital Directors and Directors 
of Nursing from the Baltimore Hospital Schools of 
Nursing to ask if they would approve the plan. The 
meeting was very well attended and a most enthu- 
siastic response was given. Everyone felt that much 
use would be made of such a local nurse recruit- 
ment film! 

An Executive Committee was formed from the 
representatives at the first meeting, to investigate 
the possible cost and content of the film. 


Dr. D. C. Smith, Secretary of the Maryland 
Society for Medical Research, and Dr. R. Walter 
Graham, of the Baltimore City Medical Society, 
have been immeasurably helpful in drawing up the 
initial plans. Dr. Amos R. Koontz, Dr. George H. 
Yeager, Dr. Whitmer B. Firor, Dr. Newland E. 
Day, Chairman of our Advisory Committee, and Dr. 
George G. Finney have all given us their valuable 
opinions on various questions that have arisen. 

In order to bring some definite findings back to 
the hospital representatives the Executive Com- 
mittee appointed a Finance Committee and a Script 
Committee. Dr. D. C. Smith is Chairman of the 
Script Committee and Mr. Carroll D. Hill, Director 
of Union Memorial Hospital, who has been very 
helpful from the beginning, is Chairman of Finance. 
We are also most fortunate in having on these com- 
mittees Hospital and Nursing School Directors. The 
Script Committee has already submitted an excellent 
preliminary script and the Finance Committee has 
collected enough money from the participating hos- 
pitals, Maryland Society for Medical Research etc., 
to begin the actual photography. 

A representative of the Nursing Association’s 
“Careers In Nursing Committee,” Miss Margaret E. 
Courtney, is collaborating with us. Our President, 
Mrs. Albert E. Goldstein, has been most coopera- 
tive and frequently lends a helping hand. 

It is our hope that when completed, this state-wide 
film will be interesting enough to encourage young 
girls of good character from our own and neighboring 
States to choose nursing as a career. I think it can 
already be said that its development will be a won- 
derful example of the American way of doing things, 
by individual initiative, and with the cooperation of 
several organizations, to attain some worthwhile 
objective. 

A second project of our Auxiliary Nursing Com- 
mittee has been directed toward the graduate nurse, 
who has small children. A separate program carried 
out by Mrs. Henry W. D. Holljes, Co-Chairman, has 
appealed to the Hospital Auxiliaries to consider 
operating day nurseries for the pre-school children of 
Registered Nurses so that their mothers may work 
at least part time in the hospital. A booklet of 
Health Department rules and the “Journal”’ article 
on the Washington County Hospital Nursing School 
were mailed with our suggestions to each Hospital 
Auxiliary President. We hope that some Hospital 
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Auxiliaries in this way, will be in a position to help 
their Hospital get more graduate nurses back on 
duty. 


NURSE RECRUITMENT—20TH 
CENTURY METHOD 


At a State Board Meeting held on November 14th 
at the home of our President, Mrs. Charles H. 
Williams, we learned that Maryland proposed two 
resolutions at the November Conference in Chicago. 
The first, proposed by Mrs. Williams, was to amend 
the National Auxiliary By-Laws so that the Presi- 
dent of the Woman’s Auxiliary to the American 
Medical Association can in the future designate her 
own Conference or Convention Secretary. The 
second resolution was the idea of our Maryland 
President-Elect, Mrs. John G. Ball, and was to the 
effect that the State Presidents-Elect, at future 
National Conferences and Conventions would sit 
together at meetings in order to exchange ideas. 

The “Bulletin” of the Maryland Society for 
Medical Research recently carried an article about 


how Baltimore City Auxiliary members working 
with Mrs. R. Walter Graham, as Chairman, staffed 
a Medical Research Booth at the State Teachers 
Convention. Another article in ‘The Bulletin” gave 
a very nice write-up of the Baltimore County, City 
and State Auxiliary work at the Timonium Fair. 

State and City Auxiliary officers are meeting with 
Civil Defense authorities to plan our Civil Defense 
contribution. 

The Committee on Geriatrics of the Faculty 
recently asked the Auxiliary to assist it with the 
organization of a public meeting and to consider 
participation in a proposed project of the Com- 
mittees’ concerning the distribution of Geriatrics 
texts. 


Gass WILL Do! 


So far, no silver service has been offered for use 
at the Building, however, the Woman’s Auxiliary 
will gladly accept candlesticks, bowls, bon bon dishes 
and trays made of glass. They do not have to be 
silver! The doctors can use them also, of course, 
whenever refreshments are served. 





in Washington and in various cities. 





FINAL DECISIONS REACHED, MAGNUSON REPORT GOES TO PRINTERS THIS WEEK 
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With final decision reached on all recommendations, the President’s Commission on the Health 
Needs of the Nation is sending its report to the printer this week. Release date for the first volume, 
containing all major recommendations, has been set tentatively for December 18. Release of the 
remaining four volumes, devoted to detailed testimony and statistics, may be delayed. The Com- 
mission, under chairmanship of Dr. Paul Magnuson, has spent a year on the task, holding meetings 


A Commission spokesman emphasized that news stories purporting to represent findings of the 
report were speculative. He said only Commission members and a few staff people had seen material 
for the first volume up to the time it was sent to the printers. 

















